


HEALTH SEEKING BEHAVIOR AND CONSUMER 
SATISFACTION WITH HEALTH CARE 
SERVICES IN ERBIL CITY 

A THESIS SUBMITTED TO THE COUNCIL OF THE COLLEGE 
OF MEDICINE AT HAWLER MEDICAL UNIVERSITY IN 
PARTIAL FULFILLMENT OF THE REQUIREMENTS 
FOR THE DEGREE OF DOCTOR OF PHILOSOPHY 
IN COMMUNITY MEDICINE 


By 

Wali Omer Abdurahman 
MBChB, MSc 


SUPERVISORS 

PROF. TARIQ S AL-HADITHI PROF. SAMIM A AL-DABBAGH 
MBChB, MSc, DTM&H, PhD MBChB, DTM&H, DPhil 


May 

2012AD 


Jozardan 
2712 K 


Jumada II 
1433 AH 


Certification 


I certify that this dissertation titled “Health Seeking Behavior and Consumer 
Satisfaction with Health Care Services in Erbil City” was prepared under my 
supervision at the department of Community and Family Medicine, College of 
Medicine, Hawler Medical University in partial fulfillment of the requirements for the 
degree of Doctor of Philosophy in Community Medicine. 


MBChB, MSc, DTM & H, PhD MBChB, DTM&H, DPhil 

Supervisor Supervisor 

Date: 7.5.2012 Date: 7.5.2012 

In view of the available recommendations, I forward this thesis for debate. 

Dr. Khalis Bilal M. Ali 
MBChB, MSc 
Head of Department 
Date: 7.5.2012 

In view of the available recommendations, I forward this thesis for debate. 



Dr. Ali A. Al-Dabbagh 
MBChB, FICMS, CABS 
Assistant Professor of Surgery 
The Dean 
Date: 7.5.2012 





-Professor Tariq Al-Hadithi 


li 


Certification of the Examining Committee and Approval of the Dean of 

the College of Medicine 


We, the members of the examining committee certify that, after reading this thesis 
“Health Seeking Behavior and Consumer Satisfaction with Health Care Services in 
Erbil City” and examining the student Wali Omer in its contents, it is adequate for the 
awarcEffii^the degree of Doctor ihf Philosophy in Community Medicine. 


p& 


>1 Doctor/)! J 

Assist/Wof. Dashty A. Al-Ejystany 
MBChB, DM, FICMS 
Member 
Date: % 



ssist. Prof. Jawad Al-Diwan 
MBChB, MSc, FIBMS /CM 
Member 
Date: 



"ariq S. Al-Hadithi 
MBChB, MSc, DTM&H, PhD 
Supervisor and member 
Date: 


Assist. Prof. Sirwan Kamil Ali 
MBChB, FICMS 
Member 
Date: 




Assist. Prof. Haitham Isaa Bahoo 
MBChB, FICMS/CM 
Member 

Date: ‘ f ' 

O 

rot. Samim A. Al-Dabbagh 
MBChB, DTM&H, DPhil 
Supervisor and member 
Date: 



Prof. Mazin G. Al-Rubaey 
MBChB, MSc, DVD, PhD 
Chairman 
Date: 



Approved by the council of the College of Medicine 
Dr. Ali A. Al-Dabbagh 
MBChB, FICMS, CABS 
Assistant Professor of General Surgery 
The Dean 




iii 


Date: 


ACKNOWLEDGMENTS 


“Give thanks unto Me and unto thy parents”*. First and foremost, thanks to the 
Almighty God for all the countless blessings and second to my parents for their trust, 
teaching me to think on my own and for their words of encouragement. 

I would like to express my gratitude to those who helped and supported me 
throughout this arduous journey. First, thanks to Prof. Tariq Al-Hadithi, my 
supervisor, for his valuable guidance and understanding while permitting me great 
freedom in pursuing this unique research opportunity. My high appreciation is due to 
Prof. Samim Al-Dabbagh, my second supervisor and role model, for his insightful 
remarks, support and encouragement. 

I owe a lot to my friends and colleagues at the Department of Community Medicine 
for their never-ending help, support and friendship. I would like especially to 
mention: Dr. Sherzad Ali, Dr. Samir Mahmood, Dr. Abubakir Salih, Dr. Kameran 
Hassan, Dr. Awring Maroof and Dr. Nazar Shabila, for their feedback and words of 
encouragement. Special tha nk s go to Dr. Khalis Bilal, the head of the Department and 
Dr. Yassin Ahmed for their continuous follow up and facilitation. 

I would like also to extend my thanks to Assist. Prof. Dr. Ali A-Dabbagh, the dean of 
the College for supporting me in finishing this study, and the staff at the Medical 
College. Also my deep recognition and thanks to Assist. Prof. Dr. Farhad J. Khayat, 
the former dean, for his support and encouragement. 

I have also to mention the great impact many others had on my career in one way or 
another: Dr. Gerard Andersen who shaped the way I think, Dr. Henry Mosley for his 
valuable remarks on the first drafts of the proposal, Donna Hesson for her help in 
finding relevant dissertations and last but not least Dr. Elkheir Khalid who encouraged 
me to leam GIS when I was working at UN. 


The Quran, chapter 31, verse 14: Pickthall translation. 



Finally, I would like to thank the pillars of my hope and happiness, my wife Dr. 
Bayan, thanks for helping me through this and for your understanding, support and 
adopting the role of mom and dad for my children when I was away. To my children, 
Hedi and Hevi, thank you for your help and support. To Dana, who cheered me up 
when I was stressed out. Also special thanks are due for Emad Farouk and my sister 
Tara for their help. 

I would like also to thank each and every person in Erbil city who participated in this 
study, without their participation, this work would not have been possible. 


v 



ABSTRACT 


Like many transitional communities in the developing countries, a wide range of 
therapeutic choices coexist in Kurdistan region. This medical pluralism is one of the 
characteristic features of the health system. The available therapeutics choices for 
individual in the region range from self-treatment to public health system with its 
primary, secondary and tertiary elements, to a wide variety of private sector options. 
Everyday thousands of people become ill and make use of these health care services 
but little is known about their health seeking behavior. 

The aim of this study is to answer the basic questions of who becomes ill, what they 
do, when and why and their satisfaction with these services in a representative sample 
from Erbil city. To achieve this goal, a community-based house to house study was 
conducted with a sample size of 1328 individuals. Satellite images and geographical 
information system were used to identify residential pattern that helped design a more 
representative sample. Data collection was done during the six months between 
January and June 2011. Principal Component Analysis was used to assign weight and 
develop an evidence-based socioeconomic scale. 

The results showed that the overall rate of illness among the general population was 
7. 1% in the past two weeks and 16.6% in the past month prior to the interview. A 
minority did not seek external help but the majority (90.7%) did so and their choices 
of providers were: 44.8% consulted a private doctor clinic as their initial response to 
the illness and other providers included: 21.8%, 17.4%, 9.4% and 6.5% for nurse 
clinic, emergency department, primary health care centers and public health centers 
respectively. No one from the sample consulted traditional healer in the initial step but 
a significant minority (2.4%) did so when they did not get benefit from the first 
attempt. A similar proportion chose to travel abroad as their next choice of service 
provider. The findings from this study can help public health policy makers better 
understand the way people behave when becoming ill and help them plan for higher 
quality health services. 
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INTRODUCTION 


Background and rationale 

Like most of the communities that undergo transition in the developing countries, a wide 
range of therapeutic choices coexist in Iraq as well as in Kurdistan region. This medical 
pluralism is one of the characteristic features of Iraqi health system. The available 
therapeutics choices for individual in the region ranges from self-treatment at home to 
public health system with its primary, secondary and tertiary elements, to private health 
sector where almost all the medical doctors and many nurses have their own private clinic 
and moonlight in the afternoon to the burgeoning market of private hospitals especially in 
Erbil City. With the availability of all these modern western medical (allopathic) choices, 
still a significant minority of people resort to traditional and spiritual healers (Ahmed 
2005; WHO 2006c). 

With regard to the public sector, Iraq has a relatively extensive network of primary health 
care centers (PHCCs) that is funded and managed by the Ministry of Health. There are 
about 1,800 PHCCs throughout Iraq each with a catchment area of 20,000 to 35,000 
people. About half of the PHCCs are run by medical doctors while the rest by medical 
assistants and nurses especially in rural areas. Up to now, there are no scientifically 
rigorous community-based studies about who uses what services, when and why. 
Unconfinned reports and observations mention that in most health centers, medical 
doctors spend only 2-3hours (9.00 am to 12.00 pm) per day during which they see 
between 30 and 100 patients, with an average consultation time of 1 to 5 minutes per 
patient. Additionally, it is also observed that most of the patients who use public PHCCs 
in the morning hours are females, children and elderly. Middle to high socio-economic 
people tends to bypass PHCCs services except for immunization which is not provided 
elsewhere. In addition to the health centers, many people resort to private clinics for their 
health care. Up to now there is no scientific documentation about the use of these services 
but there are some reports that about 50% of the population resorts to the private sector as 
a first choice for health care (Alwan 2004; UNDP et al. 2005; WHO 2006c). 
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Up to recent years, the main focus of many developing countries to make better use of 
health services, including Iraq, was through investing heavily on the supply side 
interventions like building more hospitals and health centers, establishing more health 
related colleges, more training for healthcare professionals, and procuring more expensive 
drugs and medical supplies and equipments. These measures had limited effect because 
they were neglecting an important factor: the consumer. Recently, the role of demand side 
has gained more interest countries to increase better utilization of health care services 
especially in developing (Grundy et al. 2010). Such an interest in Iraq started mainly 
following 2003 as part of the various efforts to rebuild and strengthen the collapsed health 
system which suffered severe damage to both the public and as well as the private health 
sectors for more than two decades. The public sector suffered because it was totally 
dependent on government for its sustainability and lack of resources due to three 
devastating wars was the main cause. On the other hand, the private sector also suffered 
due to brain drain and lower purchasing power of people (Liu et al. 2003; Telyukov 2003; 
Evans 2004; Liu et al. 2004). 

As mentioned above, the Ministry of Health invests a lot of money in maintaining this 
vast network of PHCCs without having feedback from its consumers. Routine health 
infonnation is collected from each health center which includes age, gender and 
provisional diagnosis but do not include any sort of satisfaction measures. No infonnation 
is collected about the use of private clinics. 

To show paucity of scientific literature about health seeking behavior in Iraq, a search in 
PubMed and Google Scholar for the keywords of “health”, “seeking”, and “Iraq” retuned 
only 10 results but none of them were about Iraq. They are all related to health seeking 
behavior among USA military personnel ‘returning’ from Iraq. The literature about health 
care utilization and consumer satisfaction are also lacking but they are starting to emerge 
but most of them are facility-based and not community-based which has the potential to 
miss many groups who did not used such facilities investigated by the researchers (Lafta 
2007; Peschke et al. 2009; Burnham et al. 2011). 

This study tries to fill the gap in the scientific literature related to the health seeking 
behavior of the general population in Erbil City and tries to come up with answers to the 
questions: what people do, where do they go for help, when and why? With so many 
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therapeutic options available to people, better understanding the way people behave when 
becoming ill become more important for better utilization and improving quality of the 
health services. 

Health seeking behavior is a complex decision-making process and many factors 
including, internal and external, play a great role in it. Better understanding of these 
factors is essential for planning and implementing effective public health programs and 
interventions. On the other hand, such a behavior can also have profound effect on the 
health outcome of people. Many theories and models have been suggested to understand 
health seeking behavior and its determinants. These models and theories differ in some 
aspects and have some common features. Some are suggested to understand specific 
populations in specific circumstances like immigrants while others have try to model the 
behavior of the general population (Glanz et a/. 2008). 

Results from this study are thought to be relevant for health authorities to be able to better 
plan for the services provided. This will also help to publicize and spotlight a chronic 
problem with quality of health care in the primary health care centers. It may help the 
local health authorities to activate their quality insurance committees to better serve the 
population and reduce the negative picture of low quality associated with public PHCCs. 
Additionally; it can serve as a baseline data for further endeavors aimed at improving the 
quality of care. 

Aim of the study 

This study aims at answering the basic questions of who is using what services, at what 
time of the day and why. Additionally it also addresses consumer satisfaction of these 
services from a representative sample in Erbil city. 

Specific objectives of the study 

1 . Identify characteristics of people using different health services. 

2. Examine the effect of time, type of disease and social status on using different 
services. 

3. Document health seeking behavior of people. 

4. Explore satisfaction with health services. 
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CHAPTER 1 
LITERATURE REVIEW 


This chapter provides a review of literature with regard to the concepts of health seeking 
behavior and consumer satisfaction. Additionally it will also provides necessary 
background information and presents a critical review of literature and the conceptual 
models that try to interpret and predict how people seek health care when they become ill 
and answer the questions of why, when and where people seek health care. 

This chapter is organized into five sections: the first section tries to give an overview of 
Health Service Research (HSR), its scope, importance and some examples. This overview 
of HSR in general will serve to better illustrate how health seeking behavior fit into the 
context of the overall HSR. Section two is more specific and describes the main concept 
of this study which is Health Seeking Behavior (HSB), elaborating on its definition, 
determinants and then goes through relevant literature. The next section is about the other 
important concept of this study which is consumer satisfaction. 

Following these sections about the main concepts, the last two sections give an overview 
health system in Erbil city. Section four gives an overview of our health system 
describing its characteristics and infrastructure and giving a short account of its historical 
development. The final section describes what health care options are available to people 
in Erbil city for different types of health conditions and at different times of the day and 
week. 

1.1. Health Service Research 

1.1.1. Overview 

Providing high quality, accessible, affordable, acceptable, complete, comprehensive, 
coordinated and continuous health care to the entire population is becoming, day after 
day, a growing challenge both for the developed as well as the developing countries 
(WHO 2000; Steinwachs et al. 2008). The costs are rising: people have more expectation 
and use the health system for many more issue than few decades ago, the population is 
aging, the chronic diseases are becoming epidemic and new and more expensive drugs 
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and equipments are increasingly used among some of the reasons (Orszag et al. 2007; 
WHO 2008a). 

Health care sector has its own peculiarities and it is very complex. There are many 
questions that need to be answered to ensure quality health care delivery. Some of these 
questions are about the use, cost, quality, accessibility, organization, financing, inputs, 
processes, output and outcomes. These questions are not static and continuously changes 
with time so we have to provide changing answers to these dynamic questions with regard 
to the health care system. In order to provide appropriate answers to these and related 
questions for better planning and delivery of health services, Health Service Research 
(HSR) tries to investigate these areas and inform policy makers, health service providers 
and as well as consumers of what works best (WHO 2000; Steinwachs et al. 2008). 

Health Service Research (HSR) is a multi-disciplinary field that combines both basic and 
applied research, bringing into play many health professions and academic disciplines, 
including biostatistics, epidemiology, health economics, internal medicine, primary health 
care, nursing, operations research, psychology, and sociology (Aday et al. 2006; 
Steinwachs et al. 2008). 

The Institute of Medicine (IOM) (Appendix I) has defined HSR as “inquiry to produce 
knowledge about the structure, processes, or effects of personal health services” (Institute 
of Medicine 2001). In 2002, this definition was elaborated on by AcademyHealth 
(Appendix I) and the definition broadly describes the scope of HSR: “Health services 
research is the multidisciplinary field of scientific investigation that studies how social 
factors, financing systems, organizational structures and processes, health technologies, 
and personal behaviors affect access to health care, the quality and cost of health care, and 
ultimately our health and well-being. Its research domains are individuals, families, 
organizations, institutions, communities, and populations” (Lohr et al. 2002; Steinwachs 
et al. 2008). 

1.1.2. Scope 

Health surveys in general and more specifically HSR can cover a wide variety of topics. 
Drawing on the previous definition, these can include but not limited to: distribution and 
determinants of health conditions, response of patients and the public, personnel and 
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organization of health service delivery. Health status (Figure 1-1) is usually the focus of 
many HSR either directly or indirectly. In addition to collecting infonnation about the 
health status, other topics may include: utilization of health services, satisfaction with 
health service as in this study. Figure 1-1 also shows other domains of studying like 
health expenditures. These topics are usually combined with characteristics of population, 
characteristics of environment, and characteristics of health care delivery system (Aday et 
al. 2006). 



Figure 1-1. Framework showing the scope of health service research (Aday et al. 
2006). 

The blocks shown in Figure 1-1, representing different factors, can affect the health status 
of individuals and populations and can be studied accordingly. The arrows show the 
possible ways that these factors affect the health status or each other. HSR can be used to 
study the influence of the more general political, cultural, social, economic, and physical 
environment of a community, in addition to the characteristics of the people who live in 
these communities, and the health care system that is supposed to care for them. 
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In addition to health policy, HSR looks at the process of healthcare delivery and the 
interactions of patients and providers. For example, HSR methods have been developed to 
examine doctor-patient relationship patterns and study its impact on patient adherence to 
treatment, satisfaction with health services, and outcomes of care (Aday et al. 2006). 

1.1.3. Examples 

Below are just few examples of HSR that have been conducted internationally as well as 
in USA to demonstrate the scope of HSR, otherwise a comprehensive list is beyond the 
scope of this section. Listing of these examples is to show how advanced such studies 
have been especially in the United States while it is almost non-existent in our country 
and the region. 

A. International 

The World Health Organization (WHO) has started in the recent years to focus more on 
health system research and the most visible work was the landmark report that was 
published in 2000 as part of the world health reports series: Health Systems: Improving 
Performance (WHO 2000). The report ranked all the 192 member countries according to 
their health system performance based on status of health, fairness of financing and 
responsiveness. Although many researchers criticized the report for its methodology but 
still it is widely cited and initiated a strong interest in overall global health system 
comparison and it had a major role in promoting comparative studies across nations in 
both developed and developing countries. 

This controversial report was followed by two equally important reports by WHO from 
the same series: the first, Primary Health Care, Now More Than Ever in 2008 (WHO 
2008b) and the second, Health Systems Financing: the Path to Universal Coverage in 
2010 (WHO 2010). The fonner focused on the renewed interest in PHC as a model for 
health care philosophy and service delivery after three decades from the Declaration of 
Alma-Ata while the latter focused on current problems with universal coverage and health 
care financing. In addition to these major reports, WHO also published many technical 
reports about health systems like the Making Health Systems Work Series (WHO 2005a; 
WHO 2005b; WHO 2006b; WHO 2006d; WHO 2007a; WHO 2007b; WHO 2007c). 
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Furthermore, WHO was also involved in many health service studies in collaboration 
with national governments and/or other international health organizations like UNICEF. 
They have helped many countries to develop their own capacity to conduct such studies. 
They also helped to standardize survey design and sampling methodologies to making it 
easier to conduct such studies and to overcome the issues arising from data comparability, 
methods of data collection and quality due to various political, cultural, social, economic 
and physical environments (Aday et al. 2006). Below are some examples: 

• World Health Survey (WHS): is a nationally representative household survey of 
adult populations in more than 70 countries. Iraq was not included but some other 
countries in the region like Turkey, Arab Emirates, Tunisia and Pakistan were 
included. It was conducted between 2002 and 2004. The survey collected 
comprehensive data on population health and was aimed at providing insight into 
how health systems are functioning for purposes of policy analysis. Topics 
included health status, health care expenditures, emergency care services, 
conditions such as heart disease, asthma and osteoarthritis, and general 
demographics (WHO 2004). 

• Global School-Based Student Health Survey (GSHS): 2003 and ongoing. This 
survey was the result of collaboration between several international health 
agencies including WHO, the Centers for Disease Control and Prevention (CDC), 
UNICEF, UNAIDS and UNESCO. It was conducted in schools of about 70 
countries around the world including 13 of the East Mediterranean Region 
countries (EMRO) but not in Iraq and looks at the health behaviors of young 
students between the ages of 13 to 15 years. The information is supposed to be 
used by national government to set priorities and develop programs and by 
international agencies to make comparisons across countries to have a better 
understanding of the prevalence and trends of risky health behaviors. The topics 
included: alcohol, tobacco and drug use, mental health, dietary behaviors, 
hygiene, physical activity, protective factors, sexual behaviors and violent 
behaviors and unintentional injuries (WHO 2003). 

• WHO Multi-country Survey Study on Health and Health System's Responsiveness 
(MCSS): this was also a nationally representative household survey of adult 
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populations. It was conducted between 2000 and 2001 in more than 60 countries. 
Topics included: demographics, health status, health care systems, utilization of 
health services, responsiveness of health care providers, and health care 
expenditures (WHO 2001). 

The WHO also formed an alliance of more than 300 partners in 1999 across the globe for 
the promotion of HSR as a means to improve health and health systems in developing 
countries. Partners include members from research institutions, universities, national and 
local governments, multilateral and bilateral agencies, international organizations, NGOs, 
foundations.... The objectives of the alliance include: stimulating the generation and 
synthesis of policy-relevant health systems knowledge; promoting the dissemination and 
use of health policy and systems knowledge; and capacity building for the generation, 
dissemination and use of health policy and systems research knowledge among 
researchers, policy-makers and other stakeholders (WHO 1999). 

The United Nation’s Children Fund (UNICEF) was also active in this regard. They have 
been conducting the “Multiple Indicator Cluster Survey (MICS)” which was intended to 
measure and monitor World Summit for Children indicators of child morbidity and 
mortality and progress in participating countries and to provide internationally 
comparable, statistically rigorous data on the situation of children and women so we can 
compare the indicators within countries and across countries. The first round of surveys 
(MICS I) was carried out in over 60 countries in 1995 including Iraq following the World 
Summit for Children. The second round (MICS II) was conducted in 2000 and was more 
comprehensive allowing monitoring of more indicators. The third round (MICS III) was 
conducted in 2006 and was intended to provide necessary criteria measurements to 
document the progress toward the Millennium Development Goals (MDG) (Appendix I), 
A World Fit for Children, and other major relevant international commitments. The fourth 
round was started in 2009. The MICS questionnaires includes households, administered to 
the head of household; women, administered to all eligible women of the household, and 
the under five year old children, administered to mothers of children (Aday et al. 2006; 
UNICEF et al. 2007). 

The World Bank has also published a report, “Investing in Health”, about the health sector 
in 1993 that was influential to draw attention to more studies about this sector. It shed 
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light on the interplay between health status of the population, health policy and economic 
development and was based on the latest research conducted by the World Bank in more 
than 185 countries including estimation of the global burden of disease and the cost- 
effectiveness of interventions. The report aimed at evaluating the national health policies 
globally and measures their progress with regard to improving the health status of the 
their population and reducing costs, recommending approaches governments can pursue 
to promote the health of the low socioeconomic people. This report was unique in 
including available data for a number of the former Soviet Union and the Eastern 
European countries for the first time (World Bank 1993). 

B. USA 

The Agency for Healthcare Research and Quality (AHRQ), which was established with 
the aim to draw advance health service research and quality, has sponsored a number of 
major studies. Below are some of them (Aday et al. 2006): 

• National Medical Care Expenditure Survey (NMCES): this was a large-scale 
survey conducted in 1977 to study the medical expenditures in general. 

• National Medical Expenditure Survey (NMES): this was a very comprehensive 
study with large sample size of a number of policy relevant socioeconomic groups 
(like the poor, elderly, disabled, and others) conducted in 1987. 

• Medical Expenditure Panel Survey (MEPS): conducted in 1996 and was intended 
to collect data on the health care coverage and expenditures of the U.S. population 
that could be used directly in formulating health policy in this area. 

• HIV Cost and Services Utilization Study (HCSUS): conducted on a national level 
to gather information on the utilization and costs of health care for people with 
HIV/AIDS. 

• The Consumer Assessment of Health Plans Study (CAHPS): the increasing 
number of the Managed Care health services in the United States has sparked 
interest in consumers’ perspective and choice. Patient satisfaction surveys become 
a central component of the reports issued on health care plan performance. This 
survey is intended to describe and compare participants’ evaluation of their health 
care plans (AHRQ 2011). 
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The CDC is another major funding agency for health surveys through The National 
Center for Health Statistics (NCHS), which is one of its divisions. Below are some of 
their main surveys: 

• National Health Interview Survey: is a continuously survey conducted every year 
to collect information on a basic number of variables on the health status and 
health care utilization of the American population in addition to additional 
information on a variable set of relevant subjects, for example: disability, 
smoking, behavior, dietary supplement use, exercise patterns, and knowledge and 
attitudes regarding HIV/AIDS. 

• National Health and Nutrition Examination Survey (NHANES): is a major 
program of NCHS with the goals of assessing the health and nutritional status of 
adults and children in the United States, and to monitor changes over time. The 
survey collects direct clinical examination and laboratory data on study 
participants along with interview that includes demographic, socioeconomic, 
dietary, and health -related topics. The first survey was conducted in 1971 and it is 
continuous till now. The findings from these surveys are the basis for national 
standards for many measurements like height, weight, and blood pressure. 
Additionally, the findings are used in epidemiological studies and health sciences 
research, which help develop evidence-based public health policy, develop and 
improve health programs and services, and increase the knowledge about health 
behavior. This survey is continuation of National Health Interview Survey (NHIS) 
which was first conducted in 1957 (National Center for Health Statistics 2011). 

• In the early 1990s, four NCHS record-based surveys (the National Hospital 
Discharge Survey, National Ambulatory Medical Care Survey, National Nursing 
Home Survey, and National Health Provider Inventory) were merged and 
expanded into one integrated survey of health care providers: the National Health 
Care Survey (NHCS). In addition, three new surveys were added and incorporated 
into the NHCS: the National Survey of Ambulatory Surgery, the National Hospital 
Ambulatory Medical Care Survey, and the National Home and Hospice Care 
Survey. This series of NHCS surveys gathers data on the characteristics of the 
patients seen and services provided in the respective health care settings. 



12 


The CDC also conducts another survey, Behavioral Risk Factor Surveillance System 
(BRFSS), every year since 1981 through the National Center for Chronic Disease 
Prevention and Health Promotion. It is a nation-wide population-base telephone survey of 
adults aged 18 years about the health status, health behavior, and risk factors. 

Almost all professional health associations gather some information about their members. 
Both American Medical Association and American Hospital Association regularly collect 
data on their member. In a similar way, other professional associations of specialized 
groups like dentists, nurses, and others once in a while survey their members to collect a 
range of demographic and practice-related data. 

The U.S. Bureau of the Census for the Bureau of Labor Statistics each month conducts a 
survey known as “The Current Population Survey (CPS)”, which is a survey of about 
60,000 households since 1940 and provides data on health insurance coverage, disability, 
and health care utilization. The survey is especially valuable in tracking the trends in 
health insurance coverage and health seeking behavior in the United States. 

The Centers for Medicare and Medicaid Services sponsors the Medicare Current 
Beneficiary Survey (MCBS), which is a continuous, multi-purpose survey of a 
representative national sample of the Medicare beneficiaries since 1991 and collects 
infonnation on health care utilization and expenditures (Centers for Medicare and 
Medicaid Services 2011). 

Furthermore, many other US federal agencies periodically conduct or provide fund for 
surveys on health-related topics. These include the Bureau of Labor Statistics, the Census 
Bureau, the National Cancer Institute, the National Institute of Mental Health, the 
National Institute on Drug Abuse, the Social Security Administration, and the Veterans 
Administration, among others. 

In addition to governmental agencies, many private non-profit and for-profit institutions 
conduct or sponsor such HSR. These include but not limited to: the Robert Wood Johnson 
Foundation, the Commonwealth Fund, and the Kaiser Family Foundation. They have 
sponsored national or statewide surveys dealing with various aspects of health and health 
care system performance. 
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C. Others Countries 

All developed and some of the developing countries have conducted their own surveys to 
measure their populations’ health and health care practices. A recent example is “The 
State of Men’s Health in Europe” issued by the European Commission. This report 
demonstrates striking differences in health behavior and outcomes between men that are 
strongly associated with their biology, culture, and socioeconomic conditions. The report 
describes the main health issues of more than 290 million men and boys of the 27 
member states of the European Union, the four states of the European Free Trade 
Association, and three EU candidate countries (European Commission 2011). 

1.1.4. Historical Background 

The recent history of HSR as we know it today has started about half a century ago in the 
1950s and 1960s when grants were offered to study the efficacy hospitals. But if we go 
back a little more, we can regard Florence Nightingale as the first health service 
researcher. She was a nurse who served during the Crimean Wars in the 1850s and noticed 
that solders were dying more of infectious diseases than in the battle. She collected data 
systematically and analyzed it and was able to reduce the death rate from 42% to 2% by 
providing better care and hygiene (Stolley et al. 1995). 

Another earlier report which was not directly related to health system but to medical 
education, had a great impact on the quality of care and raised the platfonn by 
recommending very strict standard for US medical schools. Up to the turn of the 
twentieth century, the medical schools in the US were in great variation. Some had very 
loose standards for admission and coursework. The American Medical Association 
(AMA) in collaboration with Carnegie Foundation (Appendix I) in 1908 recruited 
Abraham Flexner for this assessment task. During the next two years, Flexner surveyed 
all the 155 medical schools that were existing at that time and submitted his report. In his 
report, He examined five principle areas at each school: admission requirements, size and 
training of the faculty, size of endowment and tuition, quality of laboratories, and 
availability of a teaching hospital whose physicians and surgeons would serve as clinical 
teachers (Cox et al. 2006). 

This was a landmark report and greatly influenced American medical education. Many 
schools fell short of the standard recommended in the report, and following to its 
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publication; nearly half of such schools were closed or merged. Only few schools 
received praise among them was the Johns Hopkins School and hospital which was 
described as a “model for medical education”. Many aspects of the present-day American 
medical education and profession come from the Flexner Report and its aftermath (Beck 
2004). Although this report did not directly address the health care system but it had a 
great impact on it because it called for high standards and created an environment for 
investigating and research in to the health care delivery system in general. 

During the 1920s, 1930 and 1940s, several influential reports were published by several 
committees and Public Health Services to contain health cost that had a significant effect 
on the delivery and organization of health care in the United States. In 1968, the National 
Center for Health Service Research and Development was established to investigate 
problems with cost, accessibility and quality of care in US health institutions. In 1989, the 
Agency for Healthcare Research and Quality (AHRQ) was established as a federal agency 
with a broader mission to draw attention to variations in medical practice, patient 
outcomes of care, and the dissemination of evidence-based guidelines for the treatment of 
common disorders. The AHRQ now also is entitled to provide leadership for the field, 
investing in methods for quality measurement, development of patient safety methods, 
and health infonnation technology (e.g., electronic health records and decision support 
systems). Currently, several federal agencies are interested and are funding research in the 
field of HSR, these include: in addition to AHRQ, the U.S. Department of Veterans 
Affairs, Centers for Disease Control and Prevention (CDC), the National Institutes of 
Health, CMS, and others (Aday et al. 2006; Steinwachs et al. 2008). 

On the international level. The WHO was late in catching up. Since its established 
immediate following World War II, WHO was busy with diseases that had greater impact 
on the developing countries. Their main focus was on a wide-range of disease prevention 
and control efforts like mass campaigns against endemic syphilis, leprosy, yaws and 
trachoma (McCarthy 2002). In the 1950s, WHO started a big campaign to ‘eradicate’ 
malaria. After two decades of intense work, this campaign was not successful and the goal 
was changed to controlling malaria rather than elimination. WHO gained a boost for its 
work when they were able to eradicate smallpox in 1977 (Fenner et al. 1988). 
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Success in experimentation with Primary Health Care by several countries led WHO to 
advocate for such an approach globally. It also built on the successes and experiments of 
China, Cuba, Guatemala, Indonesia, Niger, the United Republic of Tanzania, and 
Maharashtra State in India. Some of these countries, and others such as Costa Rica and 
Sri Lanka, were able to achieve exceptional health outcomes at relatively little cost, 
adding 15 to 20 years to life expectancy at birth in just two decades. These were the key 
elements, along with an emphasis on public health measures relative to clinical care, 
prevention relative to cure, essential drugs, and education of the public by community 
health workers. By adopting primary health care as the strategy for achieving the goal of 
“Health for All” at the Joint WHO/UNICEF International Conference on Primary Health 
Care held at Alma-Ata, Kazakhstan in 1978, WHO revived efforts to bring basic health 
care to people everywhere. 

This was the first time that WHO made an indirect reference to the importance of health 
systems in the health outcome of people. In 2000, WHO published its annual report that 
was titled: Health Systems: Improving Perfonnance. This was a landmark report that 
compared and ranked the relative performance of all the 192 member countries. They 
based their ranking a composite index that was based on three components: overall health 
measured as disability adjusted life-years (DALY); system responsiveness to non-medical 
needs of the population and fair financial burden and distribution (WHO 2000). Although 
this report was one of the most controversial ones issued by WHO, but it was a great step 
forward in emphasizing the importance of health system and system stewardship in the 
overall perfonnance of health systems. 

1.2. Health Seeking Behavior 

Health related behavior is one of the most essential components of public health. It is 
importance has been known since antiquity but interest in this issue renewed especially in 
the past century since the “great sanitary awakening”. Health related behavior was 
fundamental in reducing the communicable diseases from the developed countries and 
nowadays it is the most critical factor in reducing the current epidemic of non- 
communicable diseases. Additionally, the resurgence of communicable diseases like 
tuberculosis, and emergence of new ones like HIV are also closely related to human 
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behavior. Health behavior is related to almost all causes of diseases especially the leading 
ones (Schoenbach et al. 2000; Heggenhougen 2008; WHO 2008a). 

During the last few decades, there has been a remarkable increase in interest in preventing 
diseases through healthy behavior and lifestyle change mainly due to the changing pattern 
of diseases from communicable to non-communicable, increased number of elderly, and 
the soaring cost of curative health services (Heggenhougen 2008). 

Health behavior is a multi-disciplinary field that takes from many scientific fields like: 
psychology, sociology, education, public health, epidemiology, and anthropology. In order 
to better understand the concept of HSB, the underlying concepts will be presented before 
proceeding to the details about the concept of HSB itself. 

1.2.1. Definitions 

In order to understand the concept of health seeking behavior, first a definition of the 
underlying concepts will be presented followed by the definition of HSB itself. 

Health 

The most commonly quote definition for health is the definition fonnulated by WHO and 
put into its constitution in 1948: “health is a state of complete physical, mental and social 
well-being and not merely the absence of disease or infirmity”. Although this definition 
has been subjected to many criticisms for not been practical and cannot be measured, still 
it is the most widely cited definition (WHO 2000). 

The most widely criticized tenn in the definition is: “complete” because it is absolute and 
not achievable (Awofeso 2005). Additionally, nowadays many people in both developed 
as well as developing countries live much longer due to better overall living standards in 
addition to better health services than before six decades ago many with having chronic 
diseases. Many argue that this definition is no longer useful and may be even 
counterproductive because almost every human being will be classified as ill and 
contribute to medicalization of the community (Godlee 2011). Recently, there have been 
many calls to redefine health that will be more practical (Saracci 1997; Jadad et al. 2008; 
Huber etal. 2011; Shilton et al. 2011). 
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In a recent attempt, health was defined by a group of experts as “the ability to adapt and 
to self manage in the face of physical, mental and social challenges” (Huber et al. 2011). 
This definition emphasizes the role of the human capacity to cope autonomously with 
life’s ever changing physical, emotional, and social challenges and to function with 
fulfillment and a feeling of wellbeing with a chronic disease or disability. Health is the 
goal of health care services and it is definition is important because we need to measure 
it. 

On the other hand, the definition and value of health may be different to different people. 
Culture of people has profound effect on the way they define and value their health. The 
same applies for illness, here also culture has even more effect on how people define what 
illness is and how to deal with it (Sobralske 2004). That is why researches about health 
seeking behavior may have very different results in different communities. For example: 
in some communities, if someone is expressing that he or she is not feeling well, they 
may be interpreted as shirking from responsibility at and considered lazy, while in other 
culture even a trivial illness may get the attention of the whole family members. That is 
why it is necessary for health professionals and health service researchers to be culturally 
competent and kn ow how different people perceive health and illness. 

Health Behavior 

In its broadest dictionary sense, behavior is defined as “actions or reactions of a person or 
animal in response to external or internal stimuli” (American Heritage Dictionary of the 
English Language 2000). Here we have to make a clear distinction between “health 
behavior” in general and “health seeking behavior” or “illness behavior” which is the 
focus of this study (WHO 1995). 

Health behavior was defined by Gochman (1997) as “those personal attributes such as 
beliefs, expectations, motives, values, perceptions, and other cognitive elements; 
personality characteristics, including affective and emotional states and traits; and overt 
behavior patterns, actions, and habits that relate to health maintenance, to health 
restoration, and to health improvement”. Although this definition is one of the most 
widely-cited definitions in literature, but it adds non-action attributes to the definition like 
beliefs, expectations and other cognitive and affective elements. This does not conform to 
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the dictionary definition of the term which denotes action and movement. Some authors 
refer to the latter concept as “overt health behavior” (Glanz et al. 2008). 

Kasl and Cobb in their seminal work on health-related behavior (Kasl et al. 1966b; Kasl 
et al. 1966a; Becker et al. 1977) have further categorized the types of health behavior into 
three types: 

• Preventive health behavior: refers to any activity that an individual is perfonning 
with the aim of protecting themselves from possible illness or controlling further 
progress. Examples of preventive health behavior include: doing regular checkup, 
using car seat-belts, eating healthy food, or doing physical exercise to get fit. 

• Illness behavior: refers any activity that an individual is perfonning who thinks 
that he or she is ill with the aim of restoring their state of health. This includes 
“the way in which symptoms are perceived, evaluated, and acted upon by a person 
who recognizes some pain, discomfort or other signs of organic malfunction” 
(Mechanic et al. 1961). This is also known as “health seeking behavior”, health 
care seeking behavior”, or “help seeking behavior”. 

• Sick-role behavior: refers to any activity that an individual is perfonning who 
believes he or she is ill, with the aim of getting better. Examples include: 
compliance with treatment. Assuming this role also leads to partial exemption 
from usual responsibilities. When becoming ill, people do not simply abandon 
usual social roles but they usually replace it with a new one: the sick-role, which 
is “characterized by certain exemptions, rights, and obligations, and it is shaped 
by the society, groups, and cultural tradition to which the sick person belongs” 
(Becker et al. 1977). 

In addition to the above definition by Mechanic, there are other similar but not identical 
definitions of the concept of HSB. 

As a nursing outcome from the Nursing Outcomes Classification (NOC), HSB has been 
defined as: “personal actions to promote optimal wellness, recovery, and rehabilitation” 
(Moorhead et al. 2004). 
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Another definition, which is based on Kasl and Cobb’s (1966a & 1966b) definition of 
illness behavior, defines HSB as: “any activity undertaken by individuals who perceive 
themselves to have a health problem or to be ill for the purpose of finding an appropriate 
remedy”. This is in contrast to the general definition of health behavior, define as “any 
activity undertaken by individuals who see themselves as healthy for the purpose of 
preventing disease or detecting it in an asymptomatic stage” (Ward et al. 1997). 

Another definition: “illness behavior refers to the way in which people define and 
interpret their symptoms and the actions they take in seeking help” (Gabe et al. 2004). 

Another definition which is based on the work of Chrisman (1977) defines health care 
seeking as “the decisions made and the steps taken when people perceive they needs help 
to solve a health problem or for intervention with an illness” (Sobralske 2004). 

Suchman, who is one of the pioneers in health behavior research, defines health care 
seeking behavior as “the process of successive decision-making based on the evaluation 
of symptoms, where a cause for the symptoms is interpreted, a decision is made whether 
to seek and take treatment, and a specific type of treatment is determined” (Suchman 
1965). 

The Dictionary of Medical Sociology defines help seeking behavior as based on Suchman 
(1966) as “ that part of the illness process that involves efforts to access formal medical 
service providers, especially physicians, when one is ill or otherwise has been defined as 
sick (Suchman 1966). From a behavioral perspective, help seeking concerns the issue of 
which circumstances (biological as well as psychosocial) lead an individual to seek out a 
physician or alternative practitioner. From a structural perspective, help seeking is an 
issue of medical care access; that is, what behavioral, organizational, and financial 
circumstances facilitate or inhibit the receipt of health care services” (Cockerham et al. 
1997). 

The above definition does not make a clear distinction between the concept of health 
seeking behavior and that of health care utilization. Health care utilization, as the name 
implies, is only concerned with the use of the formal health services while the concept of 
health seeking behavior is wider and includes any action taken by the individual to restore 
his or her health. This may include: self-treatment, use of alternative medicine, or even 
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resting in bed without taking any medicine and waiting for the body immune system to 
take action. 

1.2.2. Determinants 

Health seeking behavior is a complex decision-making process that is the result of various 
internal and external factors. Better understanding the factor that affect this decision 
making process is essential for planning and implementing effective public health 
programs and interventions. Many theories and models have been suggested to 
understand health seeking behavior and its detenninants. These models and theories differ 
in some aspects and have some common features. Some are suggested to understand 
specific populations in specific circumstances like immigrants while others have try to 
model the behavior of the general population (Glanz et al. 2008). 

The idea that providing people with relevant knowledge about what causes illnesses will 
bring in changes in health behavior has been the basic premise for most health promotion 
programs worldwide. However, it has been increasingly recognized that providing 
knowledge and education alone is not enough to cause a favorable change in health 
behavior (MacKian 2003). 

In general, these theories and models fall into two main groups: 

• Theories and models that try to predict and explain health related behavior and 

• Theories and models that try to change health related behavior. 

Predictive and explanatory theories and models try to recognize factors that affect the 
health related behavior and thus be able to predict, to some degree of accuracy, who is 
more or less likely to exhibit certain behavior in response to illness or another health 
related stimulus. On the other hand, the main focus of theories and models that try to 
change health related behavior are on the change process detailing the stages that an 
individual is experiencing or going through in that process. Although these two categories 
of health related behavior are different area of focus but they complement each other. For 
example, if we can explain why some people are not using the primary health centers for 
their primary care services then we can make use of this information for better planning 
and improving of such services and then change the behavior of them. Further to the 



21 


above grouping, these theories and model have been divided into three main categories 
(Heggenhougen 2008): 

• Individual level theories and model: their main focus is on individual attributes 
like knowledge and attitudes; 

• Interpersonal level theories and model: their main focus is on social factors such 
as social nonns or social support; and 

• Structural or environmental level theories and models: their main focus is on 
factors outside the human being including access to resources, laws, and policies. 

Based on reviews by Glanz et al. (2008), who have published several review articles on 
health related theories, below is a summary of these theories: 

• Health Belief Model: this model proposes that health related behavior depends on 
how the individual believes that the outcomes of an illness or other possible health 
threats are influenced by the possible treatment and the overall cost-benefit ratio 
based on perceived susceptibility, perceived severity, perceived barriers, and 
perceived benefits. The model claims that people are more likely to take action 
when they believe that the threat is real, have severe consequences and the 
suggested intervention outweighs the cost. This model was original suggested by 
Irwin Rosenstock in 1966 to explain the reasons that make people decline from 
utilizing the preventive health service like regular checkup and vaccinations. 

• Theory of Reasoned Action: this model proposes that health related behavior 
closely relates to behavioral intention which is a function of both attitude and 
subjective norms. Attitudes are the sum of beliefs about the end result of a 
particular behavior weighted by evaluations of these beliefs while subjective 
norms are the influence of people on his/her behavioral intentions, what they think 
about the behavior, weighted by how much the individual cares about their 
opinion. This model was developed by leek Azjen and Martin Fishbein in 1975 as 
a result of failure of the existing theories in predicting and correlating attitude and 
behavior (Ajzen 1985). 

• Theory of Planned Behavior: this theory is an extension of the previous theory 
that was improved by the same author (Ajzen 1985). This theory proposes that 
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personal attitude, subjective norms, and perceived behavioral control detennine an 
individual's behavioral intention and therefore their behavior. The addition from 
the previous theory is the concept of “perceived behavioral control” which refers 
to the way an individual perceives a specific behavior to be easy or difficult. 

• Social Cognitive Theory: this theory proposes that people are in continuous 
interaction with their environment and that they not only learn from their own 
experiences but also by observing the behavior of other people. According to this 
model, three factors affect individual’s behavior: self-efficacy, personal goals and 
perceived advantage. Self-efficacy is similar to the concept of “perceived behavior 
control” in theory of planned behavior. This theory was developed by Bandua in 
1986. 

• Stages of Change Model: also known as Trans-theoretical Model, proposes that 
behavior change is a process made of a series of events. According to this theory, 
people are at different levels of readiness and different stages for behavior change 
which include: pre-contemplation (not thinking about change), contemplation 
(thinking about change), preparation (getting ready), action (taking specific 
actions), maintenance, and termination. For example, people who do not believe 
in standard medical care and use alternative medicine for most of illnesses will 
need a different approach from people who are doing doctor shopping. This theory 
is relatively recent and was developed by James Prochaska in 1977 based on the 
analysis of different relevant theories of behavior change, that is why it is called 
“trans-theoretical” (Glanz et al. 2008). 

From the above brief review, we can see that the health belief model, the theory of 
reasoned action, and the theory of planned behavior can be regarded as predictive or 
explanatory theories of individual health behavior. By contrast, the social cognitive 
theory, considers behavior as a dynamic process, and provides a more holistic approach to 
behavior change. On the other hand, the main of emphasis of stages of change model is 
on the behavior change process. As we can see, there is a clear overlap between the 
various theories of health-related behavior. 
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Review of relevant literature about the detenninants of health seeking behavior show that 
these determinants can be grouped under these headings: geographical, social, economic, 
cultural, and organizational (Table 1-1). 

Table 1-1: Grouping of determinants of health seeking behavior across studies 


Author 

Geographical 

Social 

Economic 

Cultural 

Organisational 

Kloos (1990) 

Geographical 

Socio-economic 

Cultural 


Yesudian (1988) 


Demographic 

Economic 

Cultural 

Organisational 

Leslie ( 1989) 


User factors 

Service factors 

Anderson (1995) 

Environmental 

Predisposing and enabling factors 

Health system 


Table 1-2 shows the breakdown of the above groups into detailed factors that affect the 
health seeking behavior of individuals in addition to spheres of influence: fonnal, 
infonnal and infrastructure (MacKian 2003). 


Table 1-2: Breakdown of determinants of health seeking behavior 


Category 

Determinant 

Details 

Sphere 

Cultural 

Status of women 

Elements of patriarchy 

‘Cultural 

Social 

Age and sex 


propriety’ 

Socioeconomic 

Household resources 

Education level 
Maternal occupation 
Marital status 
Economic status 

informal 

Economic 

Costs of care 

Treatment 

Travel 

Time 

Physical 


Type and severity of illness 



Geographical 

Distance and physical access 


infrastructure 

Organisational 

Perceived quality 

Standard of drugs 
Standard of equipment 
Competence of staff 
Attitudes of staff 
Interpersonal process 

Technical 

Staffing 

Interpersonal 

formal 
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When studying the determinants of health seeking behavior, we have to be cautious about 
the differences between developed and developing countries. For examples, in studies 
conducted in the United States, many spatial and behavioral factors were significantly 
related to health seeking behavior and health care utilization such as having driver’s 
license, distance from health service, age, sex, ethnicity, income, and type of illness. 
While in Pakistan, women are not able to go alone to another village and have to be 
accompanied by her mother-in-law, husband or a relative (Shaikh et al. 2005; Manzoor et 
al. 2009). 

Other detenninants of health seeking behavior in developing countries include: 
socioeconomic status, physical accessibility, cultural beliefs and perceptions, women’s 
autonomy, literacy level of mothers, family size, disease pattern and the health care 
system, and cost of care. Since men are decision makers and in control of all the 
resources, they decide when and where woman should seek health care. In India, It was 
noted that the health seeking behavior of women is affected by their age, education, 
income, occupation and role in family. Additionally, it was shown that the type of 
symptoms experienced and the perceived severity and the number of days of illness are 
major determinants of health seeking behavior and choice of care provider. For example, 
in case of mild illnesses like simple fever without other associate symptoms, self- 
treatment or folk medicine are more likely to be used while for severe illnesses, they 
usually resort to formal medical services (Shaikh et al. 2008; Manzoor et al. 2009). 

Other elements of complexity of the health seeking behavior in developing countries are 
gender and illness stigmatization. Gender interacts with both social and economic factors 
that affect the health seeking behavior of individuals in the community. Studies show that 
in many developed countries, parents have different health seeking behavior with regard 
to the illness of their children if they male or female. Male children are more likely to be 
taken to fonnal health care provider and more promptly while it is more common for a 
female child to be treated by home remedies or traditional healers (Heggenhougen 2008). 

On the other hand, many illness have severe social stigma associated with them that 
makes the individual be ashamed to declare that he or she is ill thus leading to delay in 
seeking health care and leasing to complications and other unwanted consequences. 
Diseases that are li nk ed with high degrees of social stigma in most developing countries 
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and may be some developed countries by both the community as well as health workers 
include: mental health problems, tuberculosis (TB), sexually-transmitted diseases (STD), 
and HIV. In some countries with high prevalence of both TB and HIV, people with TB 
have as much stigmatization as HIV because of their high degree of association. It is well- 
known that stigmatization negatively affects the health seeking behavior and thus the 
course of illness. This will make the individual to choose silence to avoid shame thus 
leading to further spread of the diseases making the control program less effective 
(Heggenhougen 2008; Shaikh et al. 2008; Manzoor et al. 2009). 

1.2.3. Review of Literature 

In this review, some examples will be shown from the developed countries then move to 
developing countries followed by research done in the neighboring countries and finally 
review of literature in our country with special emphasis on Kurdistan region and Erbil 
city. In addition to review according to geographical location, another review will follow 
that will focus on HSB in relation to some specific disease like TB and STS, as well as it 
is relation to specific subpopulations like women, ethnic minorities, old age, 
immigrants. . . 

Health service researchers have long been interested to know what factors influence the 
use of health service and why people adopt different behaviors with regard to their health 
state. Research about health behavior has started more than half a century ago in the 
developed countries but interest in such studies in developing countries has been gaining 
momentum only in the past two decades and it is just starting in our country. 

There are two main differences between the studies on HSB in developed and developing 
countries. First, in developed countries, recent literature about HSB is either about a 
disease-specific condition with narrow research questions, population or topic because 
general research about HSB has started at least few decades ago. Secondly, up to now, 
almost all these studies have been conducted as national surveys by governmental 
institutions or by UN agencies as in our country and not yet by academics. 

Up to a recent time, the main focus in the developing countries for better use of health 
care services was on the supply-side measures likes building more infrastructure, human 
resource development, procurement of more pharmaceutical and equipments. These 
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interventions had limited success that is why there has been an increased interest in the 
role of the demand-side. The availability of multiple options for the patient when seeking 
health care services adds to the complexity as in our country where there has been an 
increase role of private sector in addition to the already existing but dwindling role public 
health institutions. The same is true in many other countries that made a transition from 
previously centralized public health system to a wider variety with emphasis on market- 
orient private sector as in Eastern Europe (MacKian 2003). 

It is customary to divide HSB studies into two major groups: health seeking behavior 
studies and health care seeking behavior studies, the latter also know as health care 
utilization research that try to investigate the factors that affect the use of formal health 
care services in both positive and negative ways while the former tries to analyze more 
generally the factors affecting perception of illness and health belief that includes home 
care, self medication and the use of alternative medicine in addition to the use of fonnal 
health care system. These two types of studies are not mutually exclusive but can be 
complementary to each other (Grundy et al. 2010). 

There are several methods that have been employed in conducting HSB studies, these 
include: household survey as in this study or facility-based surveys. Additionally, these 
studies can be done using quantitative or qualitative methods which uses ethnographic 
methodology. 

Household surveys are most widely used method of HSB studies, sometimes as part of 
knowledge, attitude and practice studies (KAP). These studies are usually focus on a 
specific disease and more commonly in a particular subpopulation using structures 
questionnaires for interview and commonly having a sample size of 1000-2000 
respondents (Grundy et al. 2010). These studies provide better quality of data compare to 
facility-based studies but are less convenient to do. The surveyor must choose an 
appropriate time to go to each household, knocking at their door and ask them to have 
some time for filling the questionnaire. KAP studies have limitations when used for HSB 
studies; it usually provides a descriptive picture of patterns of behavior but falling short of 
investigating the reasons behind the health seeking behavior. Another limitation of KAP 
studies is the fact that KAP studies are base on the assumption that knowledge drives 
behavior but behavior is much more complex outcome that is influences by many other 
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factors like social context and immediate practical environment among others 
(Hausmann-Muela el al. 2003). Household surveys can be a good source of information 
on the prevalence and distribution of available therapeutic choices for a number of 
common conditions; it can also correlate socio-economic and spatial factors with health 
seeking behavior and recognize the reasons behind the choice of provider. 

On the other hand, facility-based studies are more commonly used for the second type of 
study, i.e. health care seeking behavior or health care utilization studies. Patients are 
interviewed when they come to a health institution for some reason, usually while waiting 
for to be served or when finished and about to leave the facility. These studies have the 
advantage of being more convenient to do but have the possibility of missing the cases 
that stay at home during their illness, self-treat themselves or use alternative ways of 
treatment. 

In addition to the above which usually uses quantitative methods, qualitative methods 
also have been widely used in HSB studies. These studies can also be household or 
facility-based but have a much smaller sample size usually in the range of dozens or less. 
Data collection is made through organizing focus group discussion or alternatively with a 
one respondent using a semi -structured questionnaire with some open ended questions 
that give more liberty for the responds to talk freely about their experience with the 
illness and the treatment choices. A specific interview method is widely adopted in such 
studies kn own as “illness narrative” where the patient is allowed to tell the story of 
his/her illness from the start to the end in their own words without much interruption 
apart from some guiding questions. Further to the above methods, some surveys combine 
both quantitative and qualitative methods (Moran 2006; Grundy et al. 2010). 

The assumption that providing knowledge about the diseases and therapeutics choices to 
the patient or the population in general will directly affect the health and health seeking 
behavior has been the central tenet for the fields of health promotion and health 
education. However, recent studies are increasingly, in both developed and developing 
countries, show that such a relation is not as strong as it was thought of previously and 
that providing health knowledge on individual level is not enough alone to bring about 
change in health related behavior (MacKian 2003). 
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Health Seeking Behavior Studies in the USA 

As have been mentioned earlier, researchers in USA have a long history with health 
seeking behavior studies. The main reason is the competitive nature of the health sector in 
this country. Some medical institution have interest in having more patients to maximize 
their profits as in the private sector while other public medical institutions are interested 
in reducing cost like Manage Care, Veteran Affairs, Medicaid and Medicare. That is why 
most medical institutions are sponsoring or conducting research about health seeking 
behavior of people to be able to predict and/or change these behaviors. On the other hand, 
because of the long history of health seeking behavior research in this country, recent 
studies are no long about general issues with regard to HSB but usually about very 
specific issues like HSB among ethnic minorities. 

In his PhD dissertation, “Health-seeking behavior and health services use by Latino men 
in a rural Iowa community”, MacNaughton (2006) draws attention to the existing 
disparities in morbidity and mortality among ethnic minorities like African Americans, 
American Indians, Alaska Natives, Pacific Islanders, and Hispanic population compared 
to the general population. Linked to these ethnic and racial disparities are ethnic and 
racial gaps in access to health care service and health seeking behavior. In his review of 
relevant literature, he concludes that access to health care services by Hispanic population 
is severely compromised but the reasons are not always consistent. 

Although Hispanics are less likely to be insured compared to White Americans, still, 
disparities in access to health care services and their negative health seeking behavior are 
not always due to lack of health insurance but to a variety of other reasons including but 
not limited to: socioeconomic status, sex, language differences, economics status, migrant 
status, environmental exposure, lifestyle, male role in the family, the social concept of 
masculinity and position in the community. He concludes that Latino men’s health 
seeking behavior is very variable and ranging from refusing fonnal health care, even 
when it is recommended by others, to self-treatment by over-the-counter medications, to 
local bodegas (Hispanic grocery stores that also sell medicinal herbs and icons) and bujas 
(witches), to traveling more than 2,250 km and returning to Mexico to receive health care, 
to fully using available local health care services (MacNaughton 2006; MacNaughton 
2008a). 
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In another related study about the health seeking belief and behavior of Mexican 
American men, Sobralske (2004) concludes that gender greatly influences the health 
seeking behavior of Mexican Americans because being a man in this culture, contrary to 
White Americans, implies the ability to fulfill many cultural responsibilities to other 
family members, relatives, friends, colleagues at and the community at large. One 
manifestation of this male role is the belief that men should accept pain as part of life and 
thought that tolerating pain was part of being a man. 

This interpretation of bearing pain as strength may lead some to delay seeking health care 
until the pain is not bearable. She further adds that the level of acculturation, although 
related but does not necessarily predict their health seeking behavior. Similar to the 
previous study, Sobralske confirms the wide range of therapeutic options used by 
Mexican Americans and many may combine consulting the doctor, going to the herbal 
shop, using home remedies, and receiving massages as treatment for their diseases but 
women were more likely to use folk medicine. 

Bailey (1987) had studied the socio-cultural factors that affect the health seeking behavior 
among another group of US minorities: the African Americans. He shows that there was a 
noticeable rise in the use of outpatient department of hospitals especially by the poor and 
minority groups. In 1973, African Americans were twice more likely to use the outpatient 
department of hospitals in comparison to White Americans. He concludes that a variety of 
socio-cultural factors affect the health seeking behavior of Black Americans like attitude 
toward health and therapeutic options, believing in spiritualism, attitude to authorities, 
and the still existing effect of discrimination among others. 

Health Seeking Behavior Studies in Some European Countries 

Like in USA, health service research is in an advanced stage in Europe and other 
developed countries and their recent studies focus on specific problem in a much defined 
population. 

In a recent study, Lasserson et al (2008) have studied the effect of general practice 
opening hours on health seeking behavior and delay in seeking medical care following a 
transient ischemic attack (TIA) and minor stroke and feasibility of assessment within 24 
hours of the onset of symptoms in the United Kingdom. In this prospective study of 
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91,000 patients who were followed up between 2002 and 2006. They have found that 
only 1% of patients contact NHS Direct for advice while most of them delay seeking 
health care until their registered general practice is open resulting in long delays 
especially at weekend. The authors have concluded that the current opening hour of the 
general practitioners negatively affect the health seeking behavior following TIA and 
minor stroke and can result in delay in assessment as recent studies show that prompt 
management is crucial in reducing the risk of early recurrent stroke (Lasserson et al. 
2008). 

Another example of health seeking behavior in a specific population is the recent study 
from Norway about health care help seeking behavior among prisoners (Berg et al. 2011). 
Usually prisoners have a higher rate of physical as well as mental problems including 
anxiety, depression, sleep disturbance, and suicide compared to the general population. 
Despite higher rates of illness, incarcerated people usually underuse medical services. The 
researchers have found that sleep problems, drug use, sex, and older age were 
significantly associated with the utilization of the prison health services but no relation 
with ethnicity or educational status. They have also found significant differences between 
prison that was related to number of health staff but not to the size of the prison. 

It is well-known that when medical doctors become ill, they do not follow the advices 
they give their patients but they would rather follow the existing norm within the medical 
culture which is self-treatment! In an interesting study about the health seeking behavior 
among medical doctors from Australia, Davidson et al (2003) have conducted their postal 
survey study with a sample of about 900 physicians and a response rate of 40% with the 
aim of investigating how medical doctors perceive the limits of self-treatment and the 
factors that affects such attitude and practice in three hypothetical situations. 

Although self-treatment is not advised due to lack of objectivity but in reality most of 
them do it. Self-treatment among medical doctors includes diagnosing, treating, and 
prescribing “necessary” medicine for themselves. It may also include informally 
consulting some colleagues that is kn own as “corridor consultation” or self-referral to 
specialists. The authors have found that the majority (90%) of the doctors considered self- 
treatment to be acceptable in acute conditions but much less (25%) in case of chronic 
diseases. Another large proportion (90% among general practitioners and 83% among 
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specialists) thought that many doctors are reluctant to go to another doctor particularly for 
psychosocial problems. They conclude that the health seeking behavior of medical doctor 
is quite different from the general population and that the medical doctors perceive 
significant obstacles for seeking proper medical care (Davidson et al. 2003). That is why 
we have excluded medical professionals from this study because they need a study on 
their own. 

Health Seeking Behavior Studies in Some Asian Countries 

Research about health seeking behavior in Asia is abundant and has more common 
features when compared to community. For the same reason, focus will be more on 
studies from Asia, Africa and neighboring countries in this review of literature. Many of 
such studies have been initiated by researchers from developed countries who either have 
collaborating centers as the case is with International Centre for Diarrheal Disease 
Research, Bangladesh (ICDDR,B) in Bangladesh or similar projects in India that were 
established through collaboration with Johns Hopkins School of Public Health (JHSPH) 
as a field research center (ICDDRB 2011; JHSPH 2011) or the researcher from the these 
countries were assisted by others from developed countries. Some of these countries have 
another common feature with our country which is the fact that they are post-conflict 
countries like Cambodia, Armenia, and Afghanistan. 

Ahmed et al (2000) have studied the role socio-economic development on health seeking 
behavior in a sample of households that was conducted as part of the activities of BRAC, 
which is a large local NGO that was established with the goal of alleviating poverty, and 
ICDDR,B with special focus on the gender role. They have compared households that 
were already part of the integrated rural development program initiated by BRAC and 
households that were eligible but not part of the program. The researchers have found that 
there were significant differences between the two groups when comparing their health 
seeking behavior as well as their overall rate of morbidity. As might be expected, the 
development group seems to have been benefitted from the three year programs health 
and skill development and report much less overall morbidity. 

As might be expected, the researchers found that BRAC members used qualified 
healthcare services more than the poor non-members. But surprisingly, their use of home 
remedies and traditional care and paraprofessional healthcare services was also high, even 
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higher than the use of non-BRAC members. The explanation given by the researchers is 
that the positive impact of the health education program that is part of the integrated rural 
development program for the BRAC members had enabled them to be able to make their 
own decision about the health seeking behavior and they may be able to recognize early 
symptoms of common illnesses and deal with the situation accordingly without resorting 
to qualified healthcare services. The researchers also observed gender differences in 
health seeking behavior between the two groups, as expected, females the BRAC 
members were more likely to use qualified healthcare services (Ahmed et al. 2000). This 
study is especially interesting because it has some common features with the community 
in Iraq in general and more specifically Kurdistan region: a very rapid socioeconomic 
development is witnessed in the region that will affect their health seeking behavior. 

In his PhD dissertation, Ahmed (2005) explores the health-seeking behavior of 
disadvantaged populations in rural Bangladesh. He found that the probability of access to 
professional healthcare was higher for men than for women. The same is true when 
comparing the micro-credit based integrated intervention (as in BRAC members 
mentioned above) population and those who were part of such programs. He also found 
that the majority of disadvantaged populations (60-70%) were resorting to unqualified 
healthcare providers like untrained street drug dealer as it was common but seen less 
frequently nowadays in Erbil city. He concludes that poverty was the most significant 
predictor of health seeking behavior as people from poor communities were almost twice 
more likely to use self-treatment when compared with families of higher socioeconomic 
status. 

The findings from a national survey about maternal health care seeking behavior in 
Bangladesh which was conducted to reduce the relatively high maternal mortality as part 
of the efforts to meet the Millennium Development Goals, showed that the use of 
antenatal care is increasing but still low when compared with standards. The results also 
show low rates of delivery with the assistant of skilled healthcare provider. In case of life- 
threatening complications, only one-third were able to make use of qualified health 
services although half of them experienced such complications. In case of time-sensitive 
complication when a small delay may be the difference between life and death like 
convulsions and profuse hemorrhage, more than 75% either did not seek any medical care 
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or resorted to unqualified healthcare providers and main reason for such behavior was the 
high cost professional healthcare services (Koenig et al. 2007). 

In a recent study, Ruhul et al (2010) have explored the socioeconomic factors 
differentiating maternal and child health- seeking behavior in rural Bangladesh. They 
found as in the previous studies that the socioeconomic status was the major determining 
factor in the health seeking behavior. Mothers of relatively high socioeconomic status 
were more likely to use modern professional healthcare services for antenatal care, 
delivery of the baby as well as postnatal care and child care compared to the poor 
socioeconomic families. They found that other factors like age, level of education and 
status of women were less important in this decision making process. 

In her PhD dissertation, Moran (2006) studied rural Bangladeshi women’s perceptions 
and healthcare seeking behavior in relation to maternal morbidity. She reports only small 
portion of women seek professional healthcare services despite the fact that a much larger 
proportion reported morbidities related to maternal health even for complications thought 
to be serious. Among those who sought healthcare, traditional healers and phannacy 
shops were the most commonly utilized. 

Analyzing the health and demographic surveillance system data collected between 1987 
and 2005 by the ICDDR,B in Matlab, Bangladesh, which included: 59,165 pregnancies, 
173 maternal deaths, 1661 stillbirths and 1418 early neonatal deaths, Ronsmans et al 
(2010) found that the use of skilled birth attend has increased from 5% to 53%. Maternal 
mortality was much higher (32 times) in those did seek emergency obstetric care which 
means only the very serious cases were seeking such care and mostly at a last moment but 
this relation became much less with time as more women were seeking professional 
healthcare services. In conclusion, when reviewing the researches from Bangladesh, many 
common features can be discerned between the Bangladeshi and Iraqi communities, 
health systems and the health seeking behavior. Still there are unregulated street drug 
dealers, phannacy shops, para-professional and traditional care that is frequented by 
many people for their relatively low cost and convenience. 

In his pithy titled ethnographic study: “Where do they go, whom do they consult, and 
why?”, Shaikh et al (2008) tries to answer these questions about health seeking behavior 
of the northern areas of Pakistan. The researchers found that people in these area used 
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modern healthcare services for common illnesses but on the other hand, faith healers were 
also resorted to frequently as well as traditional healers. One of the study participants 
commented: “We go to the faith healer mostly because the health center is located far 
away from our village, and the government dispensary is open during fixed hours. If it is 
open, medicines are not available.” They conclude that one of the important reason people 
resort to traditional and faith healer is geographic proximity, convenience and the fact that 
they are available almost any time in addition to relatively low cost. The same reason may 
apply to the relative high use of nurse shops in Erbil city. 

With regard to type of illness, they found that people resort to faith healer more for 
psychiatric illness because they think although modem healthcare provide some 
immediate benefits, it fails in the long run (Shaikh et al. 2008). 

In another study, Shaikh et al (2005), analyze the implications of health seeking behavior 
for policy makers. He concludes that developing effective health policies that will lead to 
efficient, effective, acceptable, cost-effective, affordable and accessible services, we have 
to properly study and understand the factor behind the health seeking behavior in the 
community both for public as well as private healthcare services. 

Peng et al (2010) studied the factors that influence the health seeking behavior among 
migrant workers in the capital city of China, Beijing. The authors argue that migrant 
workers are a vulnerable group and usually live in substandard living conditions. In their 
study of 2,478 workers who were mostly young of both sexes, they have found that only 
4.8% did consult a healthcare provider in the past two week. This constituted only about 
one third (36.4%) of those who were become ill and another third (33.3%) resorted to 
self-treatment while the last third (30.3%) took no measures and waited passively. They 
also found that the health seeking behavior of these workers was significantly associated 
with their insurance coverage which is a proxy for ability to pay medical costs. 

Malanyaon (1994) have conducted a study about the health seeking behavior of urban 
poor communities in Philippines. She with her research team has found that health was 
one of the main priorities among these communities although their behavior showed their 
preference of curative and crisis-oriented rather than preventive approach. They preferred 
qualified medical doctors over other healthcare providers like traditional healers (4.4%) 
so most of them (50%) consulted a medical doctor in case of illness but some preferred 
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self-treatment (10%) while others sought advice from friends and relatives (26%) and 
minority used traditional healthcare (4.4%). They tended to use traditional healers as a 
last resort option in case of hopeless illness or due to inability to pay. They also preferred 
private healthcare providers and facilities compared to government-run facilities because 
of their perceived inadequacy and incompetency. 

Coming to the post-conflict countries, the negative effect of war and political conflicts 
cannot be overemphasized. In many countries including Iraq, the public health system 
was almost totally collapsed as a result of long years of war and political instability 
(Alwan 2004). To give a rough picture, in 1987 alone, more than 2 million people were 
killed in over 20 countries. The United Nations High Commissioner for Refugees 
(UNHCR) stated in the 1993 State of the World's Refugees report that “As the year began, 
the number forced to leave their countries for fear of persecution and violence had risen to 
a total of 18.2 million. To reach this painful sum, an average of nearly 10,000 people a 
day became refugees - every single day throughout the previous year” (Dorian 2002). 

Cambodia is a country with one of the worst hit with armed conflicts that went through 
over 30 years of civil war leaving the national health system almost non-existing. 
Yanagisawa et al (2004) compare the health seeking behavior between different 
socioeconomic groups in Cambodia following their health system reform through a 
sample of 257 randomly selected families with 1547 family members. They found that 
overall, 43.8% experienced an episode of illness in the previous month. They also found 
that most people (63.6% and 71.7% for low and high socioeconomic status respectively) 
used traditional home remedies when becoming ill followed by self-treatment (43.2% for 
the low and 48.3% for the high socioeconomic status) if not improving. People of low 
socioeconomic status made use of the public healthcare (13.6%) because of their 
affordability compared to people of higher socioeconomic status (4.9%) while the figure 
for private sector were 9.1% and 10.0% respectively. After the initial phase of actions, 
39.7% reported complete absence of symptoms while 53.2% resorted to further actions. 
Self-treatment was the most widespread practice as the second action if not improved 
(30.0% for low and 33.7% for higher socioeconomic status) followed by resorting to 
private healthcare providers (30.0% for low and 37.2% for higher socioeconomic status). 
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In another post-conflict country, Dorian (2002), in her PhD dissertation, studied the health 
seeking behavior for curative and preventive health services for children in the war-torn 
city of Nagorno Karabagh. She found that perceived severity of illness (e.g. frequency, 
duration and consistency of passed stool) by mother was the most important factors in 
seeking healthcare. Mother age also played a great role in the decision making process, 
children of younger mothers of 30 years and had less opportunity to be treated by a 
qualified healthcare provider. 

In Afghanistan, another war-torn country, Steinhardt et al (2009) studied the effect of 
wealth status on health care seeking behavior and health expenditure. They found that like 
in most other developing countries, people with low socioeconomic status tend to have 
higher levels of morbidity and mortality but they tend to seek health care less frequently 
and make less use of healthcare services compare to people with higher socioeconomic 
status. Overall, almost one-fifth (19%) reported at least one episode of an illness in the 
past 30 days. Children were most vulnerable with more than double (32.1%) reported 
incidence of illness in under 5 years old children during the same period compared to the 
rest of the sample (14.8%) with no statistically significant different between different 
socioeconomic groups. Overall, diarrhea was the most commonly reported illness 
(30.1%) followed by febrile illness (22.8% and respiratory diseases (18.4%). The most 
common utilized source of healthcare was the nearest public health center with 52.6% of 
the all those seeking healthcare followed by private doctors (26.2%). Only a minority 
( 1 .9%) resorted to traditional healers. Those in the higher socioeconomic quintile were 
more likely to use the private providers (30.7%) than those in the lower quintile (22.2%) 
and the figures become inversed for the use of public health centers (41.9% and 61.6% 
for lower and higher socioeconomic quintiles). 

Health Seeking Behavior Studies in Some African Countries 

Pronyk et al (2001) studied the health seeking behavior of sample of 298 tuberculous 
patients in rural South Africa, a disease which reach epidemic proportion in this country 
mainly due to its association with HIV. They found that the median total delay in seeking 
proper healthcare and hospitalization was 10 weeks, most of it due improper decision 
making by the patient and not due to service provider. Most patients initially resorted to 
public hospitals (41%) or public clinics (31%) and less frequently to traditional healers 
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(15%) and private doctors (13%). They researcher conclude that this long delay not only 
contributes to worse outcome for the patients but also it is a public health risk due to 
longer time of infectiousness of these patients and higher possibility of spreading the 
disease. 

In a similar effort, Tasew et al (2006) conducted a similar study in Ethiopia to tackle this 
common and potentially risky behavior in a sample of 237 patients. In their study, 

“Delays and care seeking behavior among tuberculosis patients in Tigray of northern 
Ethiopia”, they found that the median delay for seeking necessary health services was 90 
days in smear positive pulmonary tuberculosis. They also found that delayed in first 
consultation was significantly more in patients with lower education level and those older 
than 35 years old. 

Still in Ethiopia, Warren (2010) studies the health seeking behavior and community 
perception for care of the newborn. They report that according to traditional lore, mothers 
and their newborn baby have to stay at home and enjoy a relative rest for forty days after 
childbirth. May mothers still prefer traditional healers in comparison to qualified 
healthcare provider for the care of their newborn as well as themselves mainly due to 
traditional and cultural beliefs but also affordability and easy access play a role in this 
health seeking decision-making process. 

Similar to above, the role of mothers was assessed by Charles et al (2008) in the health 
seeking behavior and decision making process in case of childhood febrile illness in 
Nigeria. They found that in 80.0% of cases, the mother was able to recognize the febrile 
illness in the child while fathers were able to do so in only 8.3% of cases followed by 
grandparents (5.8%) and a similar proportion by other members of family. As the initial 
treatment, almost all the families reported using simple home remedies like herbs while 
55.0% reported using medicine available at home or bought from pharmacy without 
prescription followed by seeking help at a public health center (5.8%). When not showing 
signs of improvement, about a fifth (19.1%) continued with home remedies while a 
greater proportion used medicines (62.8%) or resorted to a nearby health center (18.1%). 

In the same context, Gilroy (2007) in her PhD dissertation studied patterns of healthcare 
seeking and treatment for sick children in Bougouni district in Mali. She reports that 
utilization of public medical facilities is low while the use of unauthorized private sector 
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is relatively high and such a decision making process is influenced by caretakers’ 
education level, socioeconomic status, geographical proximity from the health facility and 
perceived severity of child’s illness. The most common initial source of healthcare was 
small shop or ambulatory vendors (31%) followed by public health centers (15%). 

Health Seeking Behavior Studies in Some Neighboring Countries 

Although it is necessary to include studies conducted in diverse and remote countries in 
the literature review but the ones most useful for close comparison are the neighboring 
countries as we share many cultural and traditional values with them. 

Starting with Turkey, Ateskan el al (2000) explored the health seeking behavior among 
elderly with urinary incontinence in their study: “Urinary incontinence among the elderly 
people of Turkey: prevalence, clinical types and health-care seeking”. They have reported 
from a sample of 2000 patients of 65 years and older that the prevalence of urinary 
incontinence was 44.2% (57.1% for women and 21.5% for men). Overall, only 12.2% 
sought medical help for their condition with not statistically significant different between 
the two sexes but seeking medical help was proportional to the severity of the condition. 
The reason for not seeking medical help among women was feeling embarrassed (52.2%) 
or thinking that this was a natural aging process and not a disease that needs medical 
attention (49.8%), the figures for men were 28.6% and 71.4% respectively. The authors 
conclude by drawing attention to the very high prevalence of urinary incontinence 
especially in females contrasted by very low percentage seeking proper medical help. 

The predictors of health seeking behavior in obsessive-compulsive disorder were studied 
by Besiroglu el al (2004) in Turkey and they found that the majority of obsessive- 
compulsive disorder patients do not seek proper medical help. They compared a group of 
patients who sought medical help with a similar group that did do so and they found out 
that there was not statistically significant differences between the socio -demographic 
characteristics of the two groups. Those who did not seek medical help had a less severe 
form of the illness compared to those who sought medical help but they also had poorer 
degree of insight. They authors report that predictors of seeking medical help were found 
to be higher degree of insight and level of independence. 
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Another study about delay in seeking proper medical help in tuberculous patients was 
conducted by Maamari (2008) in Syria. She assessed the frequency and determinants of 
delay in diagnosis and treatment for new smear positive TB cases at DOTS treatment 
centers in a sample of 800 patients. She found that the mean delay in seeking medical 
help from the patient side was 52.7 days (ranging from 15 to 698 days) and the delay 
from the provider side was 24.8 days leading to a total mean delay of 77.6 days. Factors 
that were significantly associated with delay were found to be: geographical access, fear 
of social isolation and stigma, and seeking help from unqualified providers. Among those 
who initially did seek medical help, the majority (79.1%) went to a private clinic, while 
17.9% resorted to public hospitals and only 1.1% initially consulted tuberculosis center. 

Still on tuberculosis, Abu-Rumman et al (2008) studied the prevalence of tuberculosis 
suspects and their healthcare-seeking behavior in urban and rural Jordan in a sample of 
61,730 and found 1.544 (2.5%) as suspected cases but only 2 cases were smear positive. 
Cough was present in all suspected cases followed by chest pain (57.7% and 59.9% for 
urban and rural respectively), fever (15.2% vs. 6.8%), haemoptysis (18.6% vs. 9.8%), and 
loss of weight (8.1% vs. 9.0%). The mean duration of cough was 6.8 and 7.4 months for 
urban and rural areas respectively. The patients reported a very high level of social stigma 
with no statistically significant different between urban (70.6%) and rural (70.9%) areas. 
The majority of cases (68.7% vs. 70.9%) sought help at a public health center when the 
symptom first started followed by self-treatment (25.8% vs. 35.8%), private clinic (19.7% 
vs. 6.8%), traditional healers (15.5% vs. 41.0%), TB center (11.6% and 6.5%), and 
general hospital (9.0% vs. 12.8%). The authors draw particular attention to the fact that a 
relatively very high percentage of TB suspected utilize the service of traditional healers 
for such a serious illness even in urban areas (15.5%) with even much higher parentage in 
rural areas. 

Delay in seeking help for a serious condition like myocardial infarction can be the 
difference between death and life. Khraim et al (2009) tried to find out about predictors of 
delay in decision making to seeking health care among Jordanians with acute myocardial 
infarction though a sample of 134 patients. They reported that decision delay was 
dangerously long with medina of 3.5 hours. Only 2% of patients immediately took proper 
action and did seek proper medical help while the vast majority resorted to other actions: 
rest, pretending nothing is wrong and hoping that the symptoms will go away by itself. 
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Among factors predicting delay in decisions making: younger age was associated with 
more delay, education level and marital status were not found to be associated while 
seriousness of the illness and thinking that the source of pain is from heart were 
negatively associated with delay. 

Traditional healers are still common in many developing countries and resurgence in its 
utilization has been observed in both developing as well as developed countries. Al- 
Rowais et al (2010) tried in their study: “Traditional healers in Riyadh region: reasons 
and health problems for seeking their advice, a household study” to explore this 
phenomena in Saudi Arabia. In a sample of 1,408 individuals, about 62% of them had 
used the services of traditional healers at sometime in their life and 24% did so in the past 
12 months. Socio-demographic characteristics favoring the use of traditional healers were 
found to be: older age (>60 years old), females, married, divorced, widowed and low 
education level. The medical conditions for which they resorted to these healers were: 
abdominal discomfort, flatulence, lower back pain, depression, and headache. Reasons for 
doing so included: their belief in effectiveness of this mode of therapy (51%), preference 
of natural methods (29%), and not getting benefit from conventional medical treatment 
(25%). 

Pourreza et al (2011) studied the health care seeking behavior among the residents of the 
capital city of Iran, Tehran in a sample of 1882 individuals. Overall, 22.9% reported 
experiencing at least an episode of an illness in the previous month. The majority (81.0%) 
of those who were ill resorted to a qualified healthcare provider while 11.1% used self- 
medication and a further 7.9% just decided to wait and see. Among the socio- 
demographic characteristics influencing the health seeking behavior, gender and age 
found to be two major factors. Older (>60 years old) and female participants were more 
likely to look after their health with odd ratios of 2.49 (95% Cl: 1 .46-5.19) and 1 .69 (95% 
Cl: 1.29-2.38) respectively. Other favorable factors included: perceiving the illness as 
severe, higher education level and marital status. The researchers found no statistically 
significant association between health seeking behavior and these variables: ethnicity, 
family size, occupation, income, and methods of payments for services. About one third 
(31.5%) of participants’ first choice of healthcare provider was visiting a general hospital 
and a similar proportion (3 1 .2%) consulted a specialist and only 13.5% visited a general 
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practitioner (GP) followed by private hospital (10.3%) and the lowest proportion (3.4%) 
resorted to traditional and alternative medicine. 

As part of a national survey to study health service utilization, which gathered data on 
about 17,000 individuals from 3,514 household, Hosseinpoor et al (2007), explored the 
determinants of health seeking behavior for needed outpatient care in Iran. Out of the 
whole sample, only 2,720 (16%) individuals expressed their need for healthcare in the 
previous two weeks, of which more than two-thirds (69.5%) did seek outpatient care. 
Socio-demographic variables that were statistically associated with seeking medical care 
included: female sex, being married, higher level of education, having low socioeconomic 
status, pensioners, having health insurance, and living in an urban area while age was not 
found to be associated. 

Another illness that may be perceived as stigma and preclude proper health seeking 
behavior is sexual diseases. Vahdaninia et al (2009) tried to study this intricate subject by 
exploring the help seeking behaviors for female sexual dysfunction in a sample of 1,540 
patients. They found that overall, 51% reported experiencing female sexual dysfunction 
of which more than one-third (35.8%) failed to seek professional medical care. Out of the 
remaining two-thirds who did seek medical care, about one -third (33.2%) consulted a 
gynecologist and a further 13.9% sought help from a general practitioner, 1.4 from 
psychiatrist while 15.7% sought help from multiple healthcare providers. Reported 
reasons for failing to seek proper medical care included: time constraint (39.1%), “it did 
not occur to me” (28.5%), feeling embarrassed (9.6%) and thinking that the doctor cannot 
help them (9.6%), and 11.4% reported more than one of the above reasons. 

Health Seeking Behavior Studies in Iraq and Kurdistan Region 

As has been emphasized earlier, our country is lagging behind when comes to the field of 
health service research in general and more specifically health seeking behavior studies 
when compared to the developed countries or even developing and neighboring countries. 
A search in PubMed for the keywords “health”, “seeking”, and “Iraq” retuned only 7 
studies but none are about Iraq. They were all related to health seeking behavior among 
USA military personnel ‘returning’ from Iraq. A similar search in Google Scholar retuned 
10 studies with the same content. 
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Up to now, an academic journal does not exist that is dedicated to health service research 
in Iraq and almost all the researches published in the national academic journals up to a 
recent time were related to clinical conditions. The reason for lack of scholarly articles 
about HSB may be partially explained by the fact that these studies have to be population- 
based which needs more time and resources and it is very difficult to be done by our 
health researchers without funding and as we know, still sources of funding deos not exist 
in Iraq to apply for when conducting research. 

Fortunately the situation on health service research is slightly better. Recently, there has 
been a surge in interest for such topics. Almost all the literature about health services in 
Iraq are dated to 2003 and onward because previous research about health system in Iraq 
were perceived as criticizing the government and was not welcomed except in a very 
narrow context. This trend started with several reports highlighting the importance of 
health systems in the quality of delivering health service but they depend mainly on 
anecdotal evidence. The first report is: “Health in Iraq: The current situation, our vision 
for the future and areas of work” in 2003 by Dr. Aladin Alwan, who prepared this report 
when he was the Minister of Health in Iraq in the post-conflict of 2003. It summarizes his 
vision and immediate steps to be undertaken. Additionally, it provides some background 
infonnation on the health system in Iraq in general and it is heavily based on unpublished 
internal reports (Alwan 2004). Another report was prepared by WHO regional office: 
“Health Systems Profile: Iraq” in 2006 which describes health system in Iraq, its 
organization, governance, finance and expenditure, human resources, heath service 
delivery and health system reform (WHO 2006c). In addition to these main reports, there 
are several others that heavily depend on them like: Country Cooperation Strategy for 
WHO and Iraq 2005-2010 (WHO 2006a), several surveys done by UN agencies and some 
companies in the context of health system strengthening projects (Liu et al. 2003; 
Telyukov 2003; WHO et al. 2003; Evans 2004; Liu et al. 2004; WHO et al. 2007a; Birch 
et al. 2008; USAID et al. 2009; WHO et al. 2009; WHO et al. 2011). Another momentum 
to such an interest was the multiple conferences especially in Kurdistan region with the 
aim of reforming the health system in the region (MOH-Kurdistan Region 2004; MOH- 
Kurdistan Region 2006; MOH-Iraq 2008; MOH-Kurdistan Region 2010). 

This recent surge in health system research was heralded by some theses and 
dissertations. Below is a list of some of these: 
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1 . Bilbas OA (2004). Distribution of health manpower in Erbil governorate. MSc 
thesis. Erbil, Salahadin University. 

2. Khudairi J (2005). Evaluation of PHC system in Iraq. PhD dissertation. Baghdad, 
Mustansariya University. 

3. Aziz SR (2008). Perfonnance appraisal system for physicians in Iraqi Kurdistan. 
MSc Thesis. Leeds, University of Leeds. 

4. Star SA (2008). Recommended health system reforms in Iraq. MSc Thesis. Berlin, 
Berlin School of Public Health. 

5. Wahab MA (2010). Distribution of doctors workforce in Erbil governorate. MSc 
thesis. Erbil, Hawler Medical University. 

6. Raoof AM (2011). Safe motherhood needs assessment in Erbil city. PhD 
dissertation. Erbil, Hawler Medical University. 

7. Shabila NP (2012). Assessment of the primary health care system in Erbil 
governorate using a multimodal method. PhD dissertation. Erbil, Hawler Medical 
University. 

From the above mentioned list, only the last one is partly about health seeking behavior in 
the context of primary health care. In his study Shabila (2012) used a purposive non- 
random sample of 40 subjects to assess their health seeking behavior and perception 
toward primary health care services in Erbil. He found that the majority used home 
treatment, sought advice from family members and friends or used self-medication as an 
initial step and only a minority consulted a physician as a first step. Generally people 
preferred to be seen by a specialist rather than a general practitioner although some 
resorted to traditional spiritual healer especially for orthopedic conditions like fractures. 
Some high socio-economic people bypassed the whole system and sought healthcare 
abroad mainly in the neighboring countries of Iran, Jordan and Turkey. Shabila’s study is 
the first academic research in the region about health seeking behavior but he used a 
qualitative method with a small sample. Although using qualitative method for such 
studies is important and can yield valuable information but still each service a different 
purpose and the need for regularly updated quantitative infonnation about who uses what 
services and related questions still exist. 

In addition to this, the only literature about health seeking behavior comes from the 
national surveys conducted by various UN agencies in collaboration with the Ministry of 



44 


Health or other relevant ministries and the statistical institutions in Iraq. The first of such 
a survey was the “Iraq Living Condition Survey” conducted by United Nations 
Development Program (UNDP) and Central Organization for Statistics and Infonnation 
Technology (COSIT) which is under the Ministry of Planning and Development 
Cooperation in 2004. The national survey was conducted in all Iraqi governorates 
including Kurdistan region with a sample size of 21,668 households aiming at 
establishing a baseline for measuring development. The survey included many section in 
addition to health: demographic, housing and infrastructure, education, labor force, and 
household income and wealth. The survey reports that overall, 4.4% of the general 
population suffered at least an episode of an acute illness in the past two weeks. The 
highest rate was reported in Sulaimaniya (9.5%) while the lowest was in Salahaddin 
governorate (2.4%) and the rate for Erbil was (3.4%). Overall, females reported slightly 
more (5.0%) than males (3.8%). With regard to age, older people (above 65 years old) 
reported the highest rate of acute illness in the past two weeks (10.1%) and the lowest rate 
(3.4%) was for the 15-24 years age groups. About the socioeconomic status, the low 
quintile reported the lowest rate (3.9%) while the highest quintile reported the highest 
(4.9%). 

With regard of seeking external help, only 17% did so and the cost of healthcare was a 
major concern for some population groups, almost a third (30%) were not able to seek 
professional healthcare due to inability to pay. The highest rate of seeking external help 
was reported in Kirkuk (25%) and the lowest in Thiqar (5%) while the rate for Erbil was 
14%. There was no significant difference between the genders (17% and 18% for male 
and female respectively) or between different socioeconomic groups (18% for the lowest 
and 20% for the highest quintile socioeconomic status) while the age groups reported 
more difference with the lowest rate (13%) in the old age groups of 65 years and more 
and the highest (21) among the 25-34 years old group. More than half of those who 
reported being in the past two weeks were mild while about 42% were not able to 
continue with routine life due to severity of the condition with higher incidence of such 
severe condition in extremes of age and in females. Among those who did seek external 
professional help, overall, about 50% consulted a specialist, 43% consulted a general 
practitioner, 5% resorted to a pharmacist while only 1% consulted a nurse and a minority 
resorted to traditional healers. The highest rate for consulting a specialist was in Al-Anbar 
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(69%) while the lowest was in Kirkuk (38%). The highest rate for consulting a general 
practitioner was in Wasit (57%) while the lowest was in Erbil (29%). The highest rate for 
consulting a pharmacist was in Sulaimaniya (15%) and the lowest in Nineveh (less than 
1%). The highest rate of consulting a nurse was in Erbil (8%) and the lowest rates were in 
several governorates with less than 1% like: Duhok, Kirkuk, Diala, Wasit, Salahaddin and 
Najaf. The highest rate reported of resorting to traditional and spiritual healers was in 
Basra (3%) and the lowest was in several govemorate with a rate of less than 1% 
including: Duhok, Baghdad, Muthanna and Thiqar. The rates for Erbil were 56%, 29%, 
5%, 8% and 2% for consulting specialists, GPs, pharmacists, nurses and traditional 
healers respectively. 

The main reasons for not seeking help were given as follows: mild condition (32%), not 
affording to pay (18%), no available health services within reach (4%), self-treatment 
with traditional herbs (8%), and self-treatment with drugs (34%). The figures for Erbil 
were not reported but for Kurdistan region were 50%, 15%, 11%, 3%, 9% respectively. 
The highest rate of those who did not seek health due to inability to pay was in the lowest 
(28%) and the lowest (7%) was in the highest socioeconomic quintile. 

With regard to health institutions consulted during illness, overall, around half (50.2%) 
consulted a private clinic doctors, 24.5% a public health center, 16% a public hospital, 

1 .4% a private hospital, 1 .9% an NGO clinic or hospital, and 4.2% a phannacy. The 
figures for Erbil governorate were 61.3%, 13.5%, 17.2%, 0%, 4.8%, and 2.1% 
respectively. Surprisingly enough, the rate of consulting a private clinic did not differ 
substantially as might be expected between the lowest (45.2%) and highest (56.6%) 
quintile socioeconomic groups as in the case of affordability above (UNDP et al. 2005). 

This survey has the credit to be the first quantitative survey that included data about 
health seeking behavior with a large representative sample for the entire country and 
established a baseline data for later reference. What is lacking is an in depth analysis and 
discussion of the resulting and comparing it with relevant and neighboring countries. 

Another nation survey that included data about health seeking behavior is the “Iraq 
Household Socioeconomic Survey” conducted by the World Bank in collaboration with 
COSIT and Kurdistan Region Statistical Office (KRSO) in 2007 with the aim of 
providing necessary information for understanding the nature and factors associate with 
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poverty in Iraq in a sample of 18,144 households (World Bank et al. 2007). The survey 
collected vast information about demographic characteristics, housing, education and 
culture, labor force, household time use, food rations, household expenditure, income, 
and loans, assistance and risks. The results from this survey are somewhat comparable to 
the previous one. They report that overall, 9.5% of the sample had experienced an episode 
of an illness or sustained an injury during the past 30 days with the highest rate in 
Sulaimaniya (30.1%) which is almost ten time higher than lowest rate in Salahaddin 
(3.9%) and the rate for Erbil was 14.5%. Overall, females reported slightly higher rate 
(10.3%) compared to males (8.8%). Within the age groups, the highest rate was reported 
for both extremes of age (15.3% for less than 5 years and 13.4% for more than 65 years 
old) and the lowest rate (6.4%) for the 10-19 years age group. 

The proportion of those who did seek some sort of medical assistance is also more or less 
similar to what have been reported by the previous survey. Overall, about 37.8% did seek 
some sort of medical help. The main reason for not seeking medical help was that the 
illness was not perceived as severe enough to do so. On the other hand, overall, about 
14.3% did not seek professional help because they could not afford it. The highest rate 
was in Thiqar (32.8%) and Nineveh (32.5%) and the lowest rate was in Erbil (4.9%). 
Other reason for not seeking needed medical help included: no health centers within reach 
(3.3%), unavailability of necessary services (2.1%), unsafe security situation (1.1%). The 
highest rate for those who could not seek medical help due to security reasons was 
reported in Salahaddin (19.8%) and Al-Anbar (11.9%). 

Out of those who did seek medical assistance, the highest rate (35.2%) used the services 
of a public hospital or a health center followed by private clinics (32.8%) of either a 
specialist or a general practitioner. Others consulted a nurse (11.6%), a pharmacist 
(9.5%), or a private hospital (8.6%) and minority (1.6%) used other services. Among the 
governorates, the highest rate for using public hospitals or health centers was Diala 
(68.9%) and lowest was in Babil (22.8%). The highest rate for consulting private doctor 
clinics was in Babil (58.1%) and the lowest was in Sulaimaniya (4.2%). The highest rate 
for using the services of a nurse was in Erbil (31.1%) and the lowest was in Salahaddin 
and Muthanna (less than 1%) (World Bank et al. 2007). 
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These two surveys share some similarities. They are both nationally representative survey 
with a large sample size but they have different approaches and focus on different issues. 
The “Iraq Living Conditions Survey” reported illness in the past two weeks while “Iraq 
Household Socio-economic Survey” report illness in the past month. The advantage of the 
shorter period of two week is fewer problems with recalling but at the same time, the 
health seeking decision making process may not be yet complete. Many people may wait 
for 2-3 weeks before they seek professional medical help. On the other hand, the longer 
period of one month has the advantage of more possibility of a complete health seeking 
decision making process while having the disadvantage of recall bias. 

The third national survey that collected some information about the health seeking 
behavior is the “Iraq Family Health Survey” conducted in 2007 by WHO in collaboration 
with the Federal and Kurdistan Region Ministries of Health, COSIT and KRSO. This 
survey had a sample size of 9,345 households and 14,675 women of reproductive age 
from all governorates in Iraq and provides data on a wide range of indicators related to 
women and family health. They report that prevalence of chronic disease were as follows: 
hypertension (4.15%), diabetes (2.18%), musculoskeletal diseases (1.86%), heart disease 
(1.2%), gastro -intestinal disease (1.12%), asthma (0.83%), chronic urinary tract diseases 
(0.74%), chronic respiratory diseases (0.52%), chronic back pain (0.49%), anemia 
(0.37%), chronic headache (0.32%), and skin diseases (0.29%). As the main focus of this 
report is women’s health, they only report about the health seeking behavior of women 
during childbirth. They report that 64.1% of women delivered at hospital compared to 
34.3% at home. Hospital deliveries were higher in urban than in rural areas (70.0% and 
55.1% respectively). They conclude that the education status of women influences the 
place of delivery. Home deliveries is higher among women with no education (46.8%) 
compared to hospital deliveries those women with secondary and higher level of 
education (76.6%). Hospital deliveries are much higher in the younger age group 15-19 
with 79.0% and the rate decreases with higher age group (45-49) where home deliveries 
are more. They also show that 58.3% of women with abortion or miscarriage did seek 
health care at hospitals and only 35.3% received home care with only 5.3% at health 
centers and private clinics. Women in urban areas made use of hospital services more 
often during abortion or miscarriages. Higher proportions of abortion or miscarriage 
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received hospital care in Kurdistan region compare to the rest of Iraq (WHO et al. 

2007b). 

1.3. Consumer Satisfaction 

The main focus of this study is to answer questions related to the health seeking behavior 
of people when they become ill and to understand this behavior in relation to different 
factors. These factors include personal, environmental and characteristics of health care 
delivery institutions. One of the most important characteristics of health care delivery is 
the quality of care. Quality of care is known to affect people’s choice and decision to seek 
health care. 

Quality of health care service is a very complex issue and there are many ways that try to 
capture this concept. Donabedian, who is regarded the father of research on the quality in 
health care and medical outcomes research, developed methods of quality assurance for 
health services by maintaining that quality of care can be measured for the purpose of 
evaluation at three points in the delivery of health services: structure, process, and 
outcome. 



Figure 1-2. Donabedian model of health service quality 

Structure means the equipment, infrastructure and resources that are available to the 
health care providers and the physical and organizational settings in which they work. 
Process is the series of activities that occur within and between providers and consumers 
of health care. Outcome is the change in a patient's or population’s current and future 
health status including both morbidity and mortality that can be ascribed to the 
intervention provided by the health care system. “Structure” can also include 
qualifications of health professionals, characteristics of the hospital and health center 
buildings, standard operating procedures, financial situation, etc... “Process” can include 
the process of diagnosing the illness, procedures performed and how, the quality and 
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completeness of health instructions given to patients, etc... “Outcomes” can include any 
desired end results of health care intervention such as the lengthening of life, relieving of 
pain, lessening of disability, prevention of disease, satisfying of consumers, etc... 

Figure 1-3 shows a modified version of the previous model. In this model, the structure 
element is renamed as “input” and one intermediate stage has been added to the model 
which is output. The reason for adding this intennediate stage is the fact that in most 
cases many outcomes related to the public health like life expectancy, morbidity rate and 
others may take a very long time to show even a small difference. That is why in many 
they now measure “output” of the program or the system that is much easier to capture 
and quantify. Examples of outputs may include: number of children vaccinated, number 
of operations conducted and so on. 



Figure 1-3. Modified Donabedian model of health care quality. 

Regarding the importance of consumer satisfaction as an independent variable, 
Donabedian argues that satisfaction combined with health status as the outcome is the 
ultimate outcome in evaluating the quality of health services. In his view, he is supported 
by many other researchers (Warren 2010). 

As we can see from the model presented by Donabedian in Figure 1-4, consumer 
satisfaction is one of the main outcomes of health service delivery process. Many of the 
factors influence consumer satisfaction either directly or indirectly. On the other hand, 
consumer satisfaction also affects the health seeking behavior of patients favorably 
(Donabedian et al. 2003). That is why consumer satisfaction was used as a proxy for 
quality of care in this study. Many researchers have used consumer satisfaction as a 
measure for the quality of care including the landmark WHO report: “Health systems: 
Improving performance” (WHO 2000). 
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Figure 1-4: Some hypothetical relationships between characteristics of structure, 
process, and outcome (Donabedian et al. 2003) 


Most surveys of consumer satisfaction are generally conducted for at least two reasons. 
First, the data have been used to evaluate the quality of care with the assumption that 
consumer satisfaction is an indicator of the structure, process and outcomes of health 
care. Second, satisfaction data can be used as a predicting variable to understand and 
anticipate the health seeking behavior of people. 

Despite their importance and indispensability in the health service research, consumer 
satisfaction surveys are not without limitations. One of the major such limitations may be 
attributed to the phenomena that people of low socioeconomic status may have lower 
expectation of the health services especially when it is free or subsidized emphasizing the 
mentality of “beggars cannot be choosers” thus they may have higher satisfaction rates 
(WHO 2000). Another limitation of consumer satisfaction surveys is the fact that such 
satisfaction or lack of thereof can also be affected by factors outside the domain of the 
health system like; general attitude toward the government and community, role of the 
opposition political parties and general feeling about oneself (Warren 2010). 
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Donabedian (1980) stated that: "Client satisfaction is of fundamental importance as a 
measure of quality of care because it gives information on the provider's success at 
meeting those client values and expectations which are matters on which the client is the 
ultimate authority. The measurement of satisfaction is, therefore, an important tool for 
research, administration, and planning. 

Satisfaction has been defined differently by different authors. Ford, et. al (1997) defined 
consumer satisfaction as "a judgment by the client on aspects of quality that the client is 
particularly capable of appreciating". Pascoe (1983), who had based his view on previous 
researchers, thinks of satisfaction as a comparative process between expected and 
perceived performances. He define it as “a health care recipient’s reaction to salient 
aspects of the context, process, and result of their experience. This view characterizes 
patient satisfaction as an evaluation of directly-received service. The evaluation is seen as 
a comparison of salient characteristics of the individual’s health care experience to a 
subjective standard”. 


1 .4. Overview of Health System 

Health service providers in Iraq includes: public health system, private and semi-private: 

A. Public Health System: 

It is funded and managed exclusively by the Ministry of Health (MOH) and all health 
staff are government employees. All services are free of charge except for a nominal fee 
but there are long waiting lists and quality problems. They run only in the morning hours 
except for inpatient and emergency cases in hospitals. MOH health facilities include 
hospitals that provide primary, secondary and tertiary care both emergency and cold 
cases. They are in major cities with population more than 100,000. In addition to major 
hospital, most districts have their own districts hospitals that provides primary and 
secondary care. They are usually in districts and sub-districts with towns of 20,000 to 
100,000 population. 
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In addition to hospitals, there is an extensive network of health centers in Iraq and there 
several types of them. They fall into two major categories: general health center and 
specialized health centers. The working hours for health center is officially from 8:00 am 
to 2:00 pm but the bulk of patients are seen within an hour or two and after 11:00 am 
most health centers are usually empty. 

General health centers (referred to PHCCs through the text of this dissertation) include 
both type A which provides all primary care services including immunization, family 
planning and maternal and child care. They are run by medical doctors and exist mainly 
in the major cities. Type B is the same with limited primary care services. There are about 
1,800 primary health care centers (PHCCs) in Iraq each providing service to an average of 
20,000 to 35,000 population (WHO 2003). There are 14 of such PHCCs inside Erbil city. 
On the other hand, type C has only limited resource and typically run by medical 
assistants. Usually they are in rural areas. 

Specialized health centers provide specialized care to specific diseases or sub-populations 
and are located in major cities and include: tuberculosis health centers, center for 
rehabilitation of disabled children, sport medicine health center, thalassemia health center, 
diabetes health center and marriage health center. 

B. Private Sector: 

They are usually owned and run by a group of medical doctors and all services are paid 
for out of pocket and there is no insurance system. Private facilities include hospitals that 
provide mainly secondary and tertiary care. They are located in major cities with 
population more than 100,000. There was only one private hospital in Erbil a decade ago 
and currently there is explosion in the number of newly built hospitals. They provide 
mainly surgical and/or obstetrics and gynecological services. 

Private doctor clinics are solo clinics by medical doctors. They usually start in the early 
afternoon (2-4 pm) until sunset or later if they still have patients. They charge 10-25 US$ 
per consultations which is usually 5-15 min. 



53 


Nurse clinics are shops in which nurses and medical assistants provide curative services 
in the immediate neighborhood. There are several in each neighborhood and are open 
from immediate afternoon until mid-night. Even after midnight they are happy to provide 
services if you knock at their door. They also sell drugs and do minor procedures. 

“Charity” health centers provide limited curative primary care and are run by doctors with 
lower than private doctor clinics for consultation (about 4 USD) and investigations. 

Traditional healers, still many people resort to them for psychiatric and orthopedic health 
services. Other forms of alternative medicine also exist like herb and blood-letting. 

C. Semi-Public: 

In the afternoon hours, some health centers operate in a public -private mode and are 
called “Public Clinics” or public HCs. Patients pay a lower than private for consultation 
about 2 USD), investigations and pharmaceuticals. A portion of the revenue is used as 
incentive for staff. 

1.5. Health Care Options in Erbil 

Similar to most of the developing countries, multiple and diverse therapeutic options 
coexist together in Erbil city, also known as medical pluralism, mostly in a competitive 
and not complementary manner. Despite the large number of health service providers in 
Erbil city, still the options are very limited. If somebody falls ill, their choice depends on 
time and urgency of the condition. 

With regard to time, only the PHCCs were available in the morning hours that starts from 
8:00 am. People are not supposed to directly go to hospitals because PHCCs are supposed 
to play the role of gate keeper and if necessary they can refer the patient into the 
outpatient department in major hospital. Although PHCCs are suppose to have a working 
hour until 2:00 pm but in reality life stops are almost all PHCCs after 12:00 pm. Between 
12:00 pm and around 4:00 pm, the option are even much more limited. In these hours, 
only the emergency department is active. 
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After 4:00 pm, most of the medical doctors go to their private clinics and received patient 
for the next few hours. The same is true for public HCs. Parallel to doctors, nurses also do 
the same but they usually open their “shop” earlier and received patients until late hours. 
So from around 4:00 pm to around 7:00 pm, most of the health care seeking occurs. After 
7:00 pm, only two options remain: emergency department and nurse clinics. Nurse clinics 
also close their door and after midnight to 8:00 am, emergency department remains the 
only available choice. 

Another option that is available in the morning hours is the private clinics of retired 
doctors which growing nowadays. 

That was about time. With regard to severe case, almost always they head to emergency 
department for immediate care. 
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CHAPTER 2 

SUBJECTS AND METHODS 


2.1. Study design 

This study is a quantitative descriptive analytical cross-sectional community-based 
household survey. 

2.2. Study timeline 

This study was carried out in Erbil city, Kurdistan region of Iraq between November 2010 
and May 2012. In the first month, the questionnaire (Appendix II and III) was developed 
followed by getting the necessary paperwork approvals from Governor’s office to permit 
for performing a household survey. In the second month, a pilot study was conducted by 
the researcher to test the questionnaire followed by making some amendments based on 
the results of the pilot study. 

To prepare for community-based data collection, sampling framework was selected using 
Geographical Information System (GIS) based on a residential pattern sampling map 
(details in the sampling section below). Data collection started by the researcher in 
January 2011 through a door-to-door household survey and continued for the next six 
months. In the meantime, writing the dissertation has also started. Upon completion of the 
data collection, data entry was done by the researcher in July and August 2011 followed 
by data error checking and data validation which took another two weeks. This was 
followed by data analysis which was done in the next two months. Dissertation writing 
has already started during data collection period and continued till the end of the research 
period in April 2012. 

2.3. Study setting 

The setting for this study was Erbil which is the capital city of Kurdistan regional 
government in Iraq and the fourth largest city in Iraq. Erbil is also known as Arbil, Irbil, 
Hawler and historically as Irbl, Arbela, Aba-ilo, Urbilum and Arbera. It is an ancient city 
in northern Iraq located about 350 km north of Baghdad and 80 km east of Mosul in the 
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foothills of the mountains that rise to the northeast of the country. It is about 400-440 
meters higher than the sea level and located on latitude 36.11 and longitude 42.2. The city 
is an administrative, commercial, agricultural hub. Erbil is one of the oldest continuously 
inhabited cities in the world. The population is estimated to be around 1.2 million and is a 
mixture of a majority of Kurds and a minority of Torkomans and Christians. The city is 
the center of Erbil Governorate with a population of about 2 millions. It has become the 
capital of the Kurdistan Regional Government since 1992. The weather in the city is hot 
and dry in summer with temperature rising above 45° C in July and August while in 
winter; it is cold and rainy with temperature decreasing to below freezing levels in 
December and January (Al-Haydary 1985; Ismail 1986; Ismail et al. 1986; Aziz 1990; Al- 
Haydary 2002; Muhammad 2003; KRSO 2010; UNESCO 2010; Arbil 2012). 

Erbil is mentioned in the late 3 rd millennium BC correspondences of Shulgi, king of Ur, 
as Urbillum, and later it was known as Arba-ilu by the Assyrians. It was a center of 
communication during the Assyrian Empire (2300 BC - 612 BC) and long remained a 
crossroads of caravan routes. In the Battle of Gaugamela, also known as the Battle of 
Arbela, fought near the city in 33 1 BC, Alexander the Great defeated Darius III, opening 
the way for his conquest of Persia. The town became Christian at an early time. The 
Muslims conquered the city around 638. Muzaffar-Addin, brother-in-law of Saladin, 
made Erbil his capital from 1190 until 1232 and constructed several buildings including 
hospitals and schools that can still be seen at the foot of the upper town (Ismail 1986; 
Ismail et al. 1986; Dargalayi 2002). 

The city was part of the political instabilities that existed in Iraqi Kurdistan during most 
of the second half of twentieth century. The Kurdish revolution started in 1961 and 
continued on and off until 1970. After 4 years of relative peace, war restarted in 1974 
until the collapse of the revolution in 1975. The 8 years of the Iraq-Iran War, followed by 
the aggressive attack on the area by the Iraqi central government has demolished almost 
all the villages (about 4,000) of Kirkuk, Suleymaniyya, Erbil and Duhok governorates. 
Hundreds of thousands of Kurds from the demolished villages of these governorates 
moved toward the main Cities. Erbil received the greatest portion of these people. Then 
Gulf War in 1990 and the ensuing sanctions choked off investment in essential social 
services. The inter-party armed conflict between the two leading political factions led to 
further disruption during 1994-1996. Not only the civilians were drawn into these 
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conflicts but it lead to widespread destruction of basic infrastructure like hospitals, health 
centers, schools, power supplies or drinking water system (UNICEF 2000). 

Erbil city suffered most of the consequences, as it was the main battlefield during the 
internal conflict. In addition to the direct effects of internal war like refugees, there were 
more important indirect consequences: increasing unemployment rate with resulting low 
income, malnutrition and illiteracy. 

An example of the indirect effects: from the early 1990s up to 1998, there was only very 
few new houses constructed in Erbil. This means more people (natural increase in 
population as well as refugees) in the same number of houses. The UN Security Council's 
oil-for-food resolution (SCR) 986 was an attempt to provide humanitarian exceptions to 
its sanctions, approved in May 1996 and began to provide humanitarian relief starting 
from April 1997. Since the beginning of the SCR 986 program in 1997, followed by the 
peace agreement between the two fighting factions in 1998, the situation has gradually 
improved. Free food rations have ensured that basic food needs are met for all the 
population. Reconstruction of schools, hospitals and primary health centers, drinking 
water supplies have allowed the public social services to start functioning again. And 
above all, peace has allowed the local people to begin rebuilding their lives again. An 
example of such improvement is hat malnutrition rate among children under-five in the 
three northern governorates had dropped from 25.8% in December 1994 to 14.7% percent 
in June 1999 (UNICEF 2000). 

For a longtime in its history, Erbil was made of the Citadel only, the Bazaar and some 
dispersed houses were situated outside it mainly to the south. The now called Arabi Kon 
quarter seems to be the earliest expansion of Erbil city to out of the citadel (Al-Haydary 
1985; Aziz 1990; Ibrahim 1994; Chakmakchi 1996; Al-Haydary 2002; Al-Mudaris 2003). 
Below is a list of the city quarters with their time of establishment: 

1920s Khanaqa, Tajil and Arabi Nwe. 

1950s Tairawa, Saidawa and Sadoonawa. 

1960s Azadi, Shorish and Iskan 

1970s Basta Piaza, Setaqan, Kuran, Alban, Badawa, Balashawa and Zaniari. 

1980s Shurtawa, Raparin, Safin, Pakat, Malayan, Brayati, Rangin, Zubat and Andaziaran. 



58 


1990s Quarter 92 and Quarter 94. 

2000s Ari and Dolarawa, Bakhtiary and Waziran. 

2.4. Study population 

The population for this study is a representative cluster sample of general Erbil city 
population who are using different health services: both genders and all age groups. As 
the main aim of the study was to answer the questions: who is using what services, when 
and why in addition to their satisfaction, therefore; everybody needs to be included in the 
sample. When the researcher visits the households, after introduction and obtaining 
necessary consent, the aim of the study will be explained to enroll them in the study. 

Inclusion criteria: everybody who is a resident of Erbil city. 

Exclusion criteria: health personnel were excluded from this study. The main reason for 
this exclusion is the fact that health staff has a very different health seeking behavior in 
comparison to the rest of population. The rate of self-treatment is much higher among 
them. Additionally they usually bypass the hierarchy of the system and may go directly to 
colleague. Even for doctors working in hospitals, it is very common to get a “corridor 
consultation” where a medical doctor asks his fellow doctor about his illness while 
walking down the corridor. Others may feel embarrassed to consult someone whom they 
know and may lead to delay in seeking needed help. For these reason, this group was 
excluded from this study as they need a study in their own (Davidson et al. 2003). 

2.5. Sampling 

Due to unavailability of a sampling frame in Erbil city, the researcher used an alternative 
strategy to do the sampling using GIS based on a recent satellite image of Erbil city 
(Figure 2-1). 
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Figure 2-1. Recent satellite image of the metropolitan areas of Erbil city (Erbil 
Governorate GIS Center 2010). 


When a reliable sampling frame is not available, researchers usually use one of the 
variations of cluster survey which is based on the named neighborhoods in the region. 
This method, which was pioneered by UNICEF and WHO to evaluate the coverage 
vaccination programs, is the best available method in such cases but it has at least 
apparent shortcoming (WHO 1991). This method assumes that the named neighborhoods 
are more or less homogenous but this may not be the case in many situations. 

For example, Figure 2-2 shows Khanzad neighborhood in Erbil city. This non- 
homogenous neighborhood is collectively labeled as Khanzad by the municipality but 
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with a closer look, one can recognize at least three distinctly different residential patterns 
In the highlighted lower part of the neighborhood, one can see small residential blocks 
with irregular outlines, narrow streets, no available public spaces and tightly compacted 
small houses indicating densely population area. In contrast, the upper part shows larger 
blocks with regular outlines, larger houses, wider streets and more available public space 
and green areas. On the other hand, the highlighted area to the left of the neighborhood 
shows features that are more or less intermediate between the two other extremes. 

Although these three non-homogenous distinctly different residential patterns are 
collectively labeled as Khanzad Quarter by the municipality due to proximity to each 
other, but they have different socioeconomic, cultural and historic roots. Historically, the 
lower part of the neighborhood was the first to be built in the 1960s and still it is known 
informally by the old name “Basta Piaza” which means “onion valley” in Kurdish. There 
was a commonly observed phenomenon when a new neighborhood was build: people 
from the same or nearby villages, related tribes tended to reside in a neighborhood that is 
closest to their original villages and we have many such examples in Erbil city. People 
from this part of the neighborhood mostly have low socioeconomic level. In comparison, 
the upper part of the neighborhood was built in the early 2000s and is known locally as 
“Dollarawa” which means “Dollar Neighborhood” in Kurdish because it was the first 
post-conflict neighborhood to be established by wealthy people. The residents are of this 
neighborhood are of high to very high socioeconomic status but of different cultural 
backgrounds. 
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Figure 2-2. Satellite image of a neighborhood with different residential patterns. 

Thus traditionally grouping these non-homogenous areas as one sampling cluster will 
lead to less representative samples. This main reason cluster surveys are given a very high 
design effect of 2, which is a measure of the variability between clusters, is due to this 
fact. 
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Figure 2-3. Sampling frame map 

The procedure for performing spatial GIS sampling were as follows. First on a recent 
satellite map of metropolitan areas of Erbil city (Figure 2-1), all the distinct patterns were 
identified regards to its belonging to a particular neighborhood. Then blocks from almost 
all these distinct residential patterns were selected taking into consideration their physical 
proximity to each other and their distances from the main streets. Blocks having one side 
located on a main street were avoided because they do not represent an average block 
(business blocks). The result of this sampling procedure is show in Figure 2-3. The 
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sample blocks were numbered for easy tracking of progress and coding purposes. The 
GIS software, Mapinfo Version 8.0 was used to perform the above mentioned procedure 
(Maplnfo Corporation 2008). 

2.6. Sample size 

To select a sample size that will be representative of the source population, the following 
formula was used to calculate the necessary sample size (Motulsky 1995; Jekel el al. 
2007): 


(Z a +Z p ) 2 pq 



n = required sample size 
Z a = 1.96 (5% alpha error) 

Zp = 0.84 (80% power) 

p = 0.5, estimated prevalence = 50% which will yield the maximum sample size 
when the prevalence in not known. 

q = 1-p = 1-0.5 

d = 0.05, difference to be detected 

So to calculate the sample size according to the above formula: 
n = (1.96+0.84) 2 (0.5) (1-0.5) / (0.05) 2 
n = 784 

The design effect is a measure of the variability between clusters and is calculated as the 
ratio of the variance calculated assuming Proportionate to Population Sampling (PPS) 
divided by the variance calculated assuming Simple Random Sampling. To account for 
cluster sample we have multiply by design effect which is usually between 1-2. 

So with a design effect of 1.5, the total sample size becomes: 
n = calculated sample size x design effect 
n = 784 x 1.5 


n = 1,176 
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To account for non-response rate of about 10%: 
n = 1,176 x 1.1 
n = 1,293 

However a sample of 1,500 individuals was chosen for final sample size. 

2.7. Data collection tools 

The following tools were used for the process of data collection. The first tool was an 
overview numbered sample frame of residential block (Figure 2-3). This map was used to 
track the progress of data collection. This was use in conjunction with a schematic of each 
block to record necessary information (Appendix). The second and the main tool was the 
questionnaire used in this study. In order to design a tool that will correctly capture the 
necessary variable, questionnaire from previous relevant literature and similar PhD 
dissertations were used to develop a new one that is scientifically based and cultural 
relevant (Kinnersley el al. 1996; Dorian 2002; Margolis el al. 2003; Khoury el al. 2004; 
Mahfouz et al. 2004; Aday el al. 2006; Aletras el al. 2006; MacNaughton 2006; Moran 
2006). 

The questionnaire is composed of two parts: the first part contains 15 variables related to 
the household and their socioeconomic and demographic information while the second 
part is contains variables about the health seeking behavior of individual household 
members. The main outcome (dependent) variables related to the research questions 
include: percentage of people using different services, average consultation time and the 
degree of their satisfaction. Other outcome variables include: time of the visit, waiting 
time and other related details in about 41 items related the last episode of illness and what 
did they do to seek help, what time, degree of improvement, second attempt if did get 
improved and their stratification with the services received. The questionnaire were first 
designed in English language then translated by the researcher into Kurdish language and 
was reviewed by the supervisors and colleagues in the department of community 
medicine at the college (Appendix II). 
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2.8. Pilot Study 

A pilot study was conducted in two regions in Erbil that included 20 individuals in 6 
households to test the initial version of the questionnaire for appropriateness of the 
questions in addition to flow and logic. The pilot cases were not included in the final 
sample due difference in the questionnaire. 

2.9. Data Collection 

Data was collected through the use of the above mentioned tools. The researcher 
conducted a door-to-door household survey in the selected city blocks. Time of visit was 
taken into consideration. To ensure maximum convenience for the study population, only 
immediately before and afternoon as well as about an hour after the sunset were chosen 
for household visits. In these times people are expected to be awake and at their full 
capacity to cooperate. 

To ensure finding the selected residential block, Google Earth on iPhone was used. The 
sampled residential blocks were exported into a format that can used by Google Earth. 



Figure 2-4. Screen capture of Google Earth on iPhone. 
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In the initial visit, after knocking at the doors and waiting until they respond, they were 
given copies of the individual questionnaire in addition to the consent form. After 
explaining the purpose and idea behind the study, the copies of the questionnaire were left 
for the family and were told that the researcher will be back after the sunset in two days. 

In case of no response to knocking at the doors, enquiring was made from their neighbors 
and the situation dealt with accordingly. Many households were not completing their 
questionnaire in time and the researcher was visiting them for the second and third times. 
After completing the questionnaire, the researcher was reviewing them with the 
household members for completeness and any item that was not clear. 

Another source of data were the local real estate dealers whose help were sought to 
provide the price of land in the selected residential blocks which was used as part of 
calculating the socioeconomic score for the households. 

2.10. Data analysis 

Data from the filled questionnaires were entered into different worksheets in Microsoft 
Excel 2010 for each part of the questionnaire. Then information from the residential 
blocks was added and the sheets were combined followed by data entry checking and 
validation. Then the cleaned data was imported into the Statistical Package for Social 
Sciences software for further data management and analysis (SPSS Inc 2010). The 
variables were coded appropriate according to the variable type. Different statistical test 
were used accordingly like Chi-square, correlation, principal component analysis and 
logistic regression. The customary p-value of < 0.05 was used as statistically significant 
(Motulsky 1995; Jekel et al. 2007; Rosner 2010). 

2.11. Socioeconomic status and scoring 

In this dissertation, PCA was used to calculate relative weight to the socioeconomic 
variables that are commonly used and included: house area, number of living rooms, 
number of floors, cooling system used, house ownership, house exterior materials, house 
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age, number and type of cars, computers, washing machine, dishwashing machine, and 
schooling of children. Figure 2-5 shows the result of PCA analysis in graphical format 
and Table 2-1 shows the relative weights given for each variable. The table shows that 
highest weight is given to the number of cars owned by household followed by having a 
computer, house area, ownership of a washing machine, number of living rooms, and type 
of cooling appliance in descending order while less weight is assigned to number of 
floors, ownership of a dishwashing machine and the type of house exterior materials. On 
the other hand, the following variables have been assigned a negative weight: car type, 
whether private or not and house ownership when the tenants do not own the house and 
lastly schooling of the children whether in public or private schools. 
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Figure 2-5. Joint plot of category points of PCA 


This PCA plot show the underlying patterns in the variable associated with 
socioeconomic status. In the upper part of the graph, one can see clustering of several 
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variables together. These include: house age, number of floors and type of house exterior 
material. This phenomenon is quite clear that most of the newly built houses in Erbil city 
are built on a relatively small piece of land with multiple floors and often relatively 
expensive exterior materials. While in the lower part of the graph, we can see clustering 
of large area houses with ownership of several cars and private schooling of children. 

The socioeconomic index was calculated by multiplying each variable with its PCA 
calculated weight then summing them together. This created a scale variable that can be 
used directly in regression analysis and further divided into five groups corresponding to 
quintile of socioeconomic groups of very low, low, intermediate, high and very high. 


Table 2-1. Relative weights assigned to socioeconomic variables by PCA 


Variable 

Weight 

Cooling appliance 

0.447 

No. of rooms 

0.559 

House area 

0.661 

No. of floors 

0.181 

House ownership 

- 0.434 

House Exterior 

0.186 

House Age 

0.188 

No. of Cars 

0.850 

Car Type (Private or not) 

-0.853 

Computer 

0.757 

Washing Machine 

0.647 

Dishwashing Machine 

0.285 

Private Schooling 

-0.142 


2.12. Ethical considerations: 

People may be concerned when asked about their satisfaction and the quality of health 
services provided by government health institutions because it might be interpreted a 
criticizing the performance of the government and thereby political parties they belong to. 
The households were told that the researcher is not directly related to the Ministry of 
Health or the health centers and that the purpose of this study is to know the quality of 
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their services so that they can be improved. After stating the goal of the survey, they were 
told that their participation is completely voluntary and will not entail any personal gain 
or loss but they were reminded that their participation and expressing their frank opinion 
will help policy-makers to improve the quality of health services. They were told that no 
name or personal identifications will be recorded and that only aggregate results will be 
published and shown to policy-makers, media and the public. Additionally, this study was 
reviewed and approved by College of Medicine committee for graduate studies and 
scientific committees at Hawler Medical University for its compliance with standards 
with regard to ethical considerations. 
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CHAPTER 3 
RESULTS 


3.1. Sample description 

Out of the 1,500 individuals who were interviewed, only 1,328 completed the 
questionnaire successfully with a response rate 88.5%. The reasons for non-response were 
different, some apologized politely that they don’t have time; others claimed that they 
have lost the questionnaires and a minority were arguing that they do not believe research 
will be able to make any change in our health system. The response rate was slightly 
lower than the expected rate as perceived by the researcher. 

Table 3-1 shows the basic demographic characteristics of the sample population. The 
gender distribution seems representative of the general population with slight non- 
statistically significant overrepresentation of females. For most analysis in this study, the 
age is grouped into the logical age groups of below 15, 15-44, 45-64 and more than 65 
years. The percentage of population in each age group is more or less similar to the 
general population (KRSO 2010). To see the frequency distribution of the sample 
population, a ten year group serves a better purpose which is shown in Figure 3-1. With 
regard to education level, about a fifth of the sample are not able read and write, with the 
highest percentage (27.3%, almost a third) having only primary education. The 
percentage dwindles with more years of education. With regard to occupation, the highest 
proportion were housewives followed by students in various levels of studying from 
primary education to college undergraduates followed by skilled professional occupations 
then non-skilled occupations and lastly the lowest group was the highly skilled 
professionals (4.7%). 

Table 3-1. Basic demographics characteristics of the sample population. 

Variables* No. (%) 

Gender 

Male 


Female 


655 (49.3) 

673 (50.7) 
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Variables* 

No. 

(%) 

Age 

<15 

185 

(13.9) 

15-44 

735 

(55.3) 

45-64 

309 

(23.3) 

>65 

99 

(7.5) 

Education 

Illiterate 

249 

(19.4) 

Primary 

350 

(27.3) 

Intermediate 

193 

(15.0) 

Secondary 

187 

(14.6) 

Institute** 

125 

(9.7) 

College** 

164 

(12.8) 

Post-graduate 

15 

(1.2) 

Occupation 

Highly skilled professionals 

58 

(4.7) 

Skilled professionals 

290 

(23.5) 

Non-skilled occupations 

201 

(16.3) 

Housewives 

327 

(26.5) 

Students 

314 

(25.4) 

Preschool children 

45 

(3.6) 


* The subtotals may be different due to nature of relevant data, for example, the subtotal 
for education is less than total for the whole sample because preschool children were not 
included. This applies to all tables. 

** Institute 2 years (similar to community college) and college 4 years of study. 

As mentioned above, the logical age grouping that is use throughout this study does not 
show the overall distribution pattern, Figure 3-1 shows a ten-year age grouping that 
shows the frequency distribution of each age decade of life. The distribution also shows a 
fairly distributed sample population across the age variable. 
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Age 

Figure 3-1. Frequency distibutions of age of the sample by decade. 

The 1,328 individuals sample population was from 442 households. The mean ± SD of 
household size was 5.8 ± 2.5 with a median of 6 ranging from 1-14. On average, only 3 
individuals were selected per household for interview. Figure 3-2 shows frequency 
distribution of the sample household size which resembles data for Erbil population 
(KRSO 2010). 
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Household Size 

Figure 3-2. Frequency distribution of household size. 

Figure 3-3 shows PCA based histogram of the socioeconomic scale of the population 
sample which shows the typical right skewness. Although the bulk of the population is 
below the lower third, still a fairly large group of middle-to high socioeconomic level 
households can be seen with scales more than 10. This reflects the fact that despite an 
overall general improvement in the socioeconomic level of many households, yet a 
significant proportion is well below the average. On the other hand, a distinct cluster can 
be seen in the upper quintile. 
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Figure 3-3. Frequency distribution of PC A based socioeconomic scale. 

3.2. Rate of illness 

Table 3-2 shows that the overall rate of illness in the past two week was 7.1% with a 
slightly higher rate in females not reaching statistical significance (7.9% vs. 6.3%) (yl = 

1.3, p = 0.251). On the other hand, the rate of illness in the past month was slightly more 
than double (16.6%) with even a wider different between genders but still higher 
proportion of females (14.0 vs. 19.0%) (yl = 5.9, p = 0.015). The same pattern continues 
for the rate of illness in the past two months and past six months with only statistically 
significant different in the past two months (yl = 6.4, p = 0.01 1). 

With regard to age, the rate of illness in the past two weeks ranges from the 5.2% in the 
45-64 years age group to 8.6% in the less than 15 years without been statistically 
significant (yl = 2.9, p = 0.412). Other reported time intervals show a similar trend. 
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The differences between the socioeconomic quintiles range from 6.2% in the very high to 
8.5% in the low quintile, 14.4% in the intermediate to 18.3% in the very low quintile and 
24.8% in the very high to 30.6% in the high quintile for the past two weeks, past month 
and past two months. Although a pattern of higher rate illness in the lower quintile and 
vice versa can be discerned but this pattern is not consistent and the differences are not 
statically significant (y2 = 4.1, p = 0.289 for the six month period). 


Table 3-2. Rate of illness in the past 2 weeks, month, 2 months and 6 months. 


Variables 

Past 2 
weeks 

Past 

month 

Past 2 
months 

Past 6 
months 

No. 

(%) 

No. 

(%) 

No. 

(%) 

No. 

(%) 

Gender 

Male 

41 

(6.3) 

92 

(14.0) 

156 

(23.8) 

302 

(46.1) 

Female 

53 

(7.9) 

128 

(19.0) 

202 

(30.0) 

344 

(51.1) 

Age 

<15 

16 

(8.6) 

40 

(21.6) 

59 

(31.9) 

99 

(53.5) 

15-44 

56 

(7.6) 

123 

(16.7) 

201 

(27.3) 

352 

(47.9) 

45-64 

16 

(5.2) 

45 

(14.6) 

74 

(23.9) 

150 

(48.5) 

>65 

6 

(6.1) 

12 

(12.1) 

24 

(24.2) 

45 

(45.5) 

Socioeconomic quintile 

Very Low SES 

20 

(7.9) 

46 

(18.3) 

69 

(27.4) 

116 

(46.0) 

Low SES 

21 

(8.5) 

42 

(17.0) 

66 

(26.7) 

118 

(47.8) 

Intermediate SES 

16 

(5.8) 

40 

(14.4) 

70 

(25.3) 

137 

(49.5) 

High SES 

20 

(7.2) 

50 

(18.0) 

85 

(30.6) 

150 

(54.0) 

Very High SES 

17 

(6.2) 

42 

(15.3) 

68 

(24.8) 

125 

(45.6) 


These patients presented with various illnesses. Table 3-3 shows the breakdown of these 
episodes of illness by chief complaint. The commonest presentation was pain in general 
in different parts of the body (details below). About half (50.2%) of the patients 
presentation was pain with slightly higher proportion in female (52.5% vs. 44.7%) 
followed by symptoms related to enlarged tonsils with slightly higher incidence in males 
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(14.2% vs. 12.0%). Other presentations in decreasing order of frequency included: cough 
(11.0%), shortness of breath (8.2%), fever (7.2%), diarrhea (4.8%), vomiting (4.2%) and 
urinary problems (0.9%). Cough, diarrhea and urinary problems were higher in males 
while fever and shortness of breath were more commonly reported among females. 


Table 3-3. Presentation of the last illness 


Chief complaint 

Male 

Female 

Total 

No. 

(%) 

No. 

(%) 

No. 

(%) 

Pain 

211 

(44.7) 

253 

(52.5) 

464 

(50.2) 

Enlarged tonsils 

67 

(14.2) 

58 

(12.0) 

125 

(13.5) 

Cough 

63 

(13.3) 

39 

(8.1) 

102 

(11.0) 

Shortness of breath 

35 

(7.4) 

41 

(8.5) 

76 

(8.2) 

Fever 

26 

(5.5) 

41 

(8.5) 

67 

(7.2) 

Diarrhea 

31 

(6.6) 

13 

(2.7) 

44 

(4.8) 

Vomiting 

19 

(4.0) 

20 

(4.1) 

39 

(4.2) 

Urine problems 

7 

(1.5) 

1 

(0.2) 

8 

(0.9) 

Others 

13 

(2.8) 

16 

(3.3) 

29 

(3.1) 


The breakdown for pain experienced by the patients is shown in Table 3-4. Abdominal 
and generalized body pain came at the top of the list with almost equal proportions 
(17.4% and 17.2% respectively). These two common sites were followed by two others: 
head and upper respiratory pain related to tonsils (11.7% and 11.1% respectively). Other 
sites in decreasing order of frequency included: flanks (8.7%), back (8.3%), limbs (8.1%), 
teeth (4.9%), joints (3.8%), chest (3.6%), eye (2.4%), and others (2.6%). In general, the 
incidence was similar for both genders except for abdominal pain, headache and backache 
which were more commonly reported among females and pain from flanks and eye the 
other way around. 
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Table 3-4. Distribution of site of pain 


Site of pain 

Male 

Female 

Total 

No. 

(%) 

No. 

(%) 

No. 

(%) 

Generalized 

40 

(16.9) 

46 

(17.9) 

86 

(17.4) 

Abdomen 

36 

(15.2) 

49 

(19.1) 

85 

(17.2) 

Head 

24 

(10.1) 

34 

(13.2) 

58 

(11.7) 

Upper respiratory 

28 

(11.8) 

27 

(10.5) 

55 

(11.1) 

Flanks 

25 

(10.5) 

18 

(7.0) 

43 

(8.7) 

Back 

17 

(7.2) 

24 

(9.3) 

41 

(8.3) 

Limbs 

19 

(8.0) 

21 

(8.2) 

40 

(8.1) 

Teeth 

14 

(5.9) 

10 

(3.9) 

24 

(4.9) 

Joints 

9 

(3.8) 

10 

(3.9) 

19 

(3.8) 

Chest 

9 

(3.8) 

9 

(3.5) 

18 

(3.6) 

Eye 

9 

(3.8) 

3 

(1.2) 

12 

(2.4) 

Others 

7 

(3.0) 

6 

(2.3) 

13 

(2.6) 


3.3. Health seeking behavior during the last illness 

In response to the health problems listed in the previous two tables, the patients took 
different courses of actions: some did nothing (3.9%) and only waited for the disease to 
resolve spontaneously while others (5.3%) preferred self-treat. On the other hand, the 
majority sought outside medical help as shown in Table 3-5. 

With regard to the first group who chose to do nothing and wait, the table shows that 
about twice were females (5.2% vs. 2.6%). Among the age groups, the highest proportion 
was for the 45-64 years old age group (5%), almost twice the rate of under 15 years old. 
More diverse responses were reported: the highest rate of doing nothing in response to 
illness was among those with secondary then primary education and the lowest among 
those with higher levels of education. The response of different socioeconomic levels was 
more homogenous but showing a direct relations with the highest proportion (5.2%) 
among the highest and the lowest (3.3%) among the lowest socioeconomic quintiles. For 
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these figures to be more meaningful, breakdown by other variables will help explain the 
reasons behind this passive behavior which is done in the next table. 

In the second group who preferred to choose self-treatment, males were slightly more 
than females (6.3% vs. 4.4%). A similar pattern of close figures is seen among different 
age groups with the highest rate of self-treatment (5.8%) among the highest age group 
(>65 years old) and the lowest (3.4%) among the lowest age group (<15 years old). The 
response of the various socioeconomic and education levels were more diverse. The 
highest rate was reported among patients with higher levels (20% among postgraduate 
and 8.8% among college graduates) of education and the lowest (3.3%) among 
intermediate levels. On the other hand, the highest rate (9.7%) was among intermediate 
and the lowest among low socioeconomic quintiles with others having a rate similar to the 
average. 

The third group who did seek some sort of outside medical help was by far the largest 
one. The rate of seeking outside help was almost the same (91.1% and 90.4% for males 
and females respectively) in both genders and similar results were reported for different 
age groups which were close to the average rate of 90.7%. On the other hand, the 
different educational groups showed most variations with the highest rate among 
intermediate (93.4%) and the lowest rate among the higher educational levels (80% and 
86.3% for postgraduate and college graduates respectively). With respect to the 
socioeconomic level, the figures were more close to the average with the highest rate 
being reported among the low (94.3%) and the lowest among intermediate (86.9%) 
socioeconomic levels. 

Table 3-5. Health seeking behavior during the last illness. 

Did Self- Outside 

Variables nothing treatment help Total 

No. (%) No. (%) No. (%) No. (%) 

Gender 


Male 

11 

(2.6) 

26 

(6.3) 

379 

(91.1) 

416 

(100.0) 

Female 

22 

(5.2) 

19 

(4.4) 

386 

(90.4) 

427 

(100.0) 

Age 

<15 

3 

(2.5) 

4 

(3.4) 

111 

(94.1) 

118 

(100.0) 
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Variables 

Did 

nothing 

Self- 

treatment 

Outside 

help 

Total 


No. 

(%) 

No. 

(%) 

No. 

(%) 

No. 

(%) 

15-44 

18 

(3.9) 

26 

(5.7) 

413 

(90.4) 

457 

(100.0) 

45-64 

10 

(5.0) 

11 

(5.5) 

178 

(89.4) 

199 

(100.0) 

>65 

2 

(2.9) 

4 

(5.8) 

63 

(91.3) 

69 

(100.0) 

Education 

Illiterate 

5 

(3.2) 

9 

(5.8) 

141 

(91.0) 

155 

(100.0) 

Primary 

8 

(3.5) 

10 

(4.3) 

213 

(92.2) 

231 

(100.0) 

Intermediate 

4 

(3.3) 

4 

(3.3) 

114 

(93.4) 

122 

(100.0) 

Secondary 

9 

(7.8) 

5 

(4.3) 

101 

(87.8) 

115 

(100.0) 

Institute 

1 

(1.2) 

6 

(7.4) 

74 

(91.4) 

81 

(100.0) 

College 

5 

(4.9) 

9 

(8.8) 

88 

(86.3) 

102 

(100.0) 

Post-graduate 

0 

(0.0) 

2 

(20.0) 

8 

(80.0) 

10 

(100.0) 

Occupation 

Highly skilled 

2 

(5.7) 

1 

(2.9) 

32 

(91.4) 

35 

(100.0) 

Skilled professionals 

5 

(2.6) 

14 

(7.4) 

171 

(90.0) 

190 

(100.0) 

Non- skilled 

4 

(3.3) 

7 

(5.7) 

111 

(91.0) 

122 

(100.0) 

Housewives 

12 

(5.9) 

7 

(3.4) 

185 

(90.7) 

204 

(100.0) 

Students 

8 

(4.0) 

13 

(6.5) 

178 

(89.4) 

199 

(100.0) 

Preschool children 

1 

(3.7) 

0 

(0.0) 

26 

(96.3) 

27 

(100.0) 

Socioeconomic quintile 

Very Low SES 

5 

(3.3) 

6 

(4.0) 

139 

(92.7) 

150 

(100.0) 

Low SES 

6 

(3.8) 

3 

(1.9) 

149 

(94.3) 

158 

(100.0) 

Intermediate SES 

6 

(3.4) 

17 

(9.7) 

153 

(86.9) 

176 

(100.0) 

High SES 

7 

(3.8) 

9 

(4.8) 

170 

(91.4) 

186 

(100.0) 

Very High SES 

9 

(5.2) 

10 

(5.8) 

154 

(89.0) 

173 

(100.0) 
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3.4. Choice of service provider 

For those who did seek some sort of external medical help as the initial response to their 
illness, Table 3-6 shows these diverse therapeutics options they utilized. Overall, the most 
widely used medical services were private doctor clinics with slightly less than half 
(44.8%) of all patients seeking health care. The next most common service was that of 
clinics run by nurses or medical assistants with over a fifth (21.8%) utilizing this service 
as their initial health care seeking behavior. The next health service in the list in 
decreasing order of use was the emergency department of major hospitals with a slightly 
less rate of utilization (17.4%) than the previous one. About tenth (9.4%) resorted to 
PHCCs that run in the afternoon and the least (6.5%) used service was that of public 
health centers that run in the afternoon. 

When coming to the breakdown of the above mentioned overall figures, the table shows 
that females are more likely (47.4%) to use a private clinic compared to males (42.2%) 
but not statistically significant (y2 = 5.7, p = 0.218). Among the age groups, the rate was 
higher in older age groups (53.4% and 52.4 for 45-64 and >65 years old respectively) and 
lowest (31.5%) among the youngest age group. The rate of private clinic utilization 
showed most variation among the different educational levels. The highest rate was 
among post-graduates and those who have graduated from institutes (62.2% and 62.2% 
respectively) which is almost double the rate of use among patients having an 
intermediate educational level. Other groups were more or less close to the general 
average. The rate of use among different occupations shows variation but not as wide as 
that of educational level. The highest rate was reported among skilled as well as highly 
skilled professionals (56.1% and 53.1% respectively) and the lowest rates was among 
students (34.8%) and those who care for preschool children (34.6%) (%2 = 34.5, p = 
0.023). Among different socioeconomic levels, the rate of private clinic use shows a 
positive association with socioeconomic scale with the highest use rate (57.1%) among 
the highest and the lowest (39.6%) among the lowest socioeconomic quintiles (j2 = 27.5, 
p = 0.036). 

The rate of utilizing private nurse and medical assistant clinics (referred to as nurse 
clinics collectively for the sake of simplicity) shows a wider variation across the different 
dimensions of demographic characteristics compared to the medical doctors’ private 
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clinics. In contrast to medical doctors clinics, nurse clinics seem to attract more males 
than females (23.7% and 19.9 respectively) but the difference is smaller to show 
statistical significance (%2 = 5.7, p = 0.218). The rate of use among age groups shows an 
inverse relationship with the highest rate (30.6%) among the lowest age groups and vice 
versa (4.8% among >65 years old). Education groups also show wide variation with the 
highest rate (35%) among the intermediate education level and the lowest (0.0%) among 
those having a postgraduate degree. Surprisingly, the rate among illiterate patients 
(12.8%) is much below the average (almost half) even lower than those with relatively 
higher education levels (23.8% for secondary education). Most of the occupation groups 
show little variation around the overall average with the highest rate among students 
(27.5%) and those who care for preschool children (26.9%) and lowest rate among 
housewives (18.9%) and highly skilled professionals (18.8%). These figures are 
consistent with those mentioned above related to age as there is a dimension of time in the 
occupation variable. With regard to the socioeconomic variable, it seems that all 
socioeconomic levels are making use of nurse’s clinics with slightly lower than average 
rate for the highest quintile (15.6%). 

The emergency department is a different story because people are using it for different 
reasons compared to doctor or nurse clinics. The difference between the utilization rate of 
both genders is small with a somewhat higher rate for males compared to females (19.3% 
and 15.5% respectively) but not statically significant ( yl = 5.7, p = 0.218). The rate 
among all age groups is almost the same as the overall average of 17.4% except for the 
eldest age group which is significantly different (28.6%) from the other groups. The 
education dimension also does not carry much surprise except for the institute education 
level that has the lowest reported use rate (5.4%) of emergency department. The 
postgraduate level also reports a similar high percentage of use (25.0%) but it does not 
seem to be significant due to small number of cases. Different occupation groups report 
more or less similar rates of use around the average except for the rate among skilled 
professional who had the lowest rate (9.9%). The variation is even less with the 
socioeconomic groups with the highest rate of 20.3% among the intermediate and the 
lowest rate among both extremes quintiles (14.4% and 14.9% for the very low and the 
very high quintiles respectively). 
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The PHCCs is yet another different issue with its peculiarities. Almost an identical 
proportion of male and females are reported to use this service (9.5% and 9.4% 
respectively). The rate of use among the different age groups is more or less similar to the 
overall average of 9.4% except for the lower than 15 years old age group which had the 
highest rate (15.3%). The PHCCs utilization rate among the different education levels 
shows an inverse linear relationship with a high rate (12.1%) among illiterates and the 
lowest among college (4.5%) and those holding a post-graduate degree who did not report 
any use. The only exception in this trend is the institute groups which reported the highest 
rate (13.5%) among the groups. The various occupation groups show the most variation 
with the highest use rate among the caregivers of preschool children (15.4%) and the 
lowest among highly skilled professional who did not report any use. As expected, the 
lowest socioeconomic level reported the highest use rate (15.8%) and all other groups 
reported slightly lower than average rate with the low group reporting the lowest (6.7%). 

With regard to the use rate of public health centers that run in the afternoon hours, the 
table shows that female are more likely to make use of this medical service than males 
(7.8% and 5.3% respectively) but the difference is not statistically significant. The age 
groups show a similar trend but the education dimension shows wider variations with the 
highest (10.6%) among intermediate and the lowest (2.7%) among the institute education 
levels. With regard to occupation, the lowest (3.5%) is reported among the skilled 
professionals but the highest use rate (12.5%) is surprisingly among the highly skilled 
professionals. As expected, the use rate among different socioeconomic groups is 
inversely proportional to the socioeconomic scale with the highest (10.1%) among the 
lowest and lowest among the high and highest quintiles (4.1% and 4.5% respectively). 
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Table 3-6. Initial response for seeking external medical help. 


Variables 

Private clinic 

Nurse 

Emergency 

PHCC 

Public HC 

Total 

No. 

(%) 

No. 

(%) 

No. 

(%) 

No. 

(%) 

No. 

(%) 

No. 

(%) 

Gender 

Male 

160 

(42.2) 

90 

(23.7) 

73 

(19.3) 

36 

(9.5) 

20 

(5.3) 

379 

(100.0) 

Female 

183 

(47.4) 

77 

(19.9) 

60 

(15.5) 

36 

(9.3) 

30 

(7.8) 

386 

(100.0) 

Age 

<15 

35 

(31.5) 

34 

(30.6) 

19 

(17.1) 

17 

(15.3) 

6 

(5.4) 

111 

(100.0) 

15-44 

180 

(43.6) 

102 

(24.7) 

66 

(16.0) 

36 

(8.7) 

29 

(7.0) 

413 

(100.0) 

45-64 

95 

(53.4) 

28 

(15.7) 

30 

(16.9) 

14 

(7.9) 

11 

(6.2) 

178 

(100.0) 

>65 

33 

(52.4) 

3 

(4.8) 

18 

(28.6) 

5 

(7.9) 

4 

(6.3) 

63 

(100.0) 

Education 

Illiterate 

60 

(42.6) 

18 

(12.8) 

34 

(24.1) 

17 

(12.1) 

12 

(8.5) 

141 

(100.0) 

Primary 

86 

(40.4) 

51 

(23.9) 

46 

(21.6) 

22 

(10.3) 

8 

(3.8) 

213 

(100.0) 

Intermediate 

37 

(32.5) 

40 

(35.1) 

15 

(13.2) 

10 

(8.8) 

12 

(10.5) 

114 

(100.0) 

Secondary 

51 

(50.5) 

24 

(23.8) 

15 

(14.9) 

5 

(5.0) 

6 

(5.9) 

101 

(100.0) 

Institute 

46 

(62.2) 

12 

(16.2) 

4 

(5.4) 

10 

(13.5) 

2 

(2.7) 

74 

(100.0) 

College 

49 

(55.7) 

15 

(17.0) 

13 

(14.8) 

4 

(4.5) 

7 

(8.0) 

88 

(100.0) 
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Variables 

Private clinic 

Nurse 

Emergency 

PHCC 

Public HC 

Total 

No. 

(%) 

No. 

(%) 

No. 

(%) 

No. 

(%) 

No. 

(%) 

No. 

(%) 

Post-graduate 

5 

(62.5) 

0 

(0.0) 

2 

(25.0) 

0 

(0.0) 

1 

(12.5) 

8 

(100.0) 

Occupation 

Highly skilled professionals 

17 

(53.1) 

6 

(18.8) 

5 

(15.6) 

0 

(0.0) 

4 

(12.5) 

32 

(100.0) 

Skilled professionals 

96 

(56.1) 

39 

(22.8) 

17 

(9.9) 

13 

(7.6) 

6 

(3.5) 

171 

(100.0) 

Non-skilled occupations 

46 

(41.4) 

25 

(22.5) 

21 

(18.9) 

9 

(8.1) 

10 

(9.0) 

111 

(100.0) 

Housewives 

85 

(45.9) 

35 

(18.9) 

31 

(16.8) 

17 

(9.2) 

17 

(9.2) 

185 

(100.0) 

Students 

62 

(34.8) 

49 

(27.5) 

34 

(19.1) 

24 

(13.5) 

9 

(5.1) 

178 

(100.0) 

Preschool children 

9 

(34.6) 

7 

(26.9) 

4 

(15.4) 

4 

(15.4) 

2 

(7.7) 

26 

(100.0) 

Socioeconomic quintile 

Very Low SES 

55 

(39.6) 

28 

(20.1) 

20 

(14.4) 

22 

(15.8) 

14 

(10.1) 

139 

(100.0) 

Low SES 

60 

(40.3) 

39 

(26.2) 

29 

(19.5) 

10 

(6.7) 

11 

(7.4) 

149 

(100.0) 

Intermediate SES 

64 

(41.8) 

34 

(22.2) 

31 

(20.3) 

13 

(8.5) 

11 

(7.2) 

153 

(100.0) 

High SES 

76 

(44.7) 

42 

(24.7) 

30 

(17.6) 

15 

(8.8) 

7 

(4.1) 

170 

(100.0) 

Very High SES 

88 

(57.1) 

24 

(15.6) 

23 

(14.9) 

12 

(7.8) 

7 

(4.5) 

154 

(100.0) 
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3.5. Reasons for choosing service provider 

The possible reasons for deciding whether to use the above mentioned health services are 
listed in Table 3-7. At the top of the list comes the group labeled as “appropriate service” 
meaning that the health care seeker thinks that his/her choice of service provider was 
based on the subjective perception that this is the most appropriate medical service for 
their health condition. Almost a third (32.0%) fell into this category. The next most 
widely cited reason for choosing a specific service provider, as might be expected, is 
shown to be financial. Slightly more than one-fifth (21.3%) reported that the main reason 
for their health care seeking decision making process was cost. A similar but somewhat 
lower rate (19.1%) reported that geographical distance (proximity) to the service provider 
was the deciding factor. A further group combined both cost proximity as the main reason 
for visiting nurse clinics. Further down the list, 13% of the health care seekers said that 
fame of the service provider was the reason that made them choose that specific service 
provider. This category was almost invariably related to private doctors’ clinics with a 
further lower proportion linked to nurse clinics. 

The breakdown of the above mentioned possible reason that drive the health care seeking 
behavior across the gender variable does not show much variation and the slight 
differences are not statistically significant (yl = 4.8, p = 0.568). The same is true for the 
variation among the different age groups. Although both cost and proximity factors show 
an inverse trend with age but the reported differences are not statistically significant either 
( X 2 = 25.9, p = 0.1). 

In contrast, these factors show significant difference with regard to both education and 
socioeconomic levels. As might be expected, cost concern has an inverse relationship 
with both variables ranging from as high as 27.6% in the illiterate to none (0.0%) among 
the post-graduate group. The same with socioeconomic levels: the cost factor was a 
concern for as high as 40.3% of the lowest and less than tenth (9.6%) for the very high 
socioeconomic quintiles. 

Choosing the service provider based on the perceived appropriateness of the service for 
their condition did not differ much across both variables. The same applies to the case 
when the decision making process is based on the fame of the provider. 
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Table 3-7. Reasons for choosing service provider. 


Variables 

Cost 

Proximity 

Fame 

Recommended 

Appropriate 

Only Choice 

Acquaintance 

No. 

(%) 

No. 

(%) 

No. 

(%) 

No. 

(%) 

No. 

(%) 

No. 

(%) 

No. 

(%) 

Gender 

Male 

90 

(23.0) 

78 

(19.9) 

52 

(13.3) 

32 

(8.2) 

114 

(29.2) 

18 

(4.6) 

7 

(1.8) 

Female 

77 

(19.5) 

72 

(18.3) 

54 

(13.7) 

28 

(7.1) 

137 

(34.8) 

15 

(3.8) 

11 

(2.8) 

Age 

<15 

32 

(27.8) 

25 

(21.7) 

16 

(13.9) 

5 

(4.3) 

31 

(27.0) 

5 

(4.3) 

1 

(0.9) 

15-44 

96 

(22.6) 

86 

(20.3) 

50 

(11.8) 

31 

(7.3) 

138 

(32.5) 

14 

(3.3) 

9 

(2.1) 

45-64 

66 

(12.7) 

21 

(17.8) 

22 

(18.6) 

11 

(9.3) 

37 

(31.4) 

8 

(6.8) 

4 

(3.4) 

>65 

20 

(14.6) 

4 

(9.8) 

5 

(12.2) 

3 

(7.3) 

14 

(34.1) 

6 

(14.6) 

3 

(7.3) 

Education 

Illiterate 

40 

(27.6) 

22 

(15.2) 

18 

(12.4) 

7 

(4.8) 

41 

(28.3) 

10 

(6.9) 

7 

(4.8) 

Primary 

52 

(23.7) 

46 

(21.0) 

27 

(12.3) 

10 

(4.6) 

73 

(33.3) 

8 

(3.7) 

3 

(1.4) 

Intermediate 

29 

(24.6) 

29 

(24.6) 

17 

(14.4) 

9 

(7.6) 

31 

(26.3) 

3 

(2.5) 

0 

(0.0) 

Secondary 

18 

(17.8) 

16 

(15.8) 

16 

(15.8) 

7 

(6.9) 

40 

(39.6) 

2 

(2.0) 

2 

(2.0) 

Institute 

9 

(12.0) 

7 

(9.3) 

7 

(9.3) 

14 

(18.7) 

32 

(42.7) 

2 

(2.7) 

4 

(5.3) 

College 

10 

(10.9) 

25 

(27.2) 

16 

(17.4) 

9 

(9.8) 

27 

(29.3) 

4 

(4.3) 

1 

(1.1) 
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Variables 

Cost 

Proximity 

Fame 

Recommended 

Appropriate 

Only Choice 

Acquaintance 

No. 

(%) 

No. 

(%) 

No. 

(%) 

No. 

(%) 

No. 

(%) 

No. 

(%) 

No. 

(%) 

Post-graduate 

0 

(0.0) 

1 

(11.1) 

2 

(22.2) 

1 

(11.1) 

3 

(33.3) 

2 

(22.2) 

0 

(0.0) 

Socioeconomic quintile 















Very Low SES 

58 

(40.3) 

17 

(11.8) 

21 

(14.6) 

9 

(6.3) 

32 

(22.2) 

5 

(3.5) 

2 

(1.4) 

Low SES 

37 

(24.3) 

32 

(21.1) 

17 

(11.2) 

9 

(5.9) 

47 

(30.9) 

5 

(3.3) 

5 

(3.3) 

Intermediate SES 

28 

(17.5) 

36 

(22.5) 

15 

(9.4) 

12 

(7.5) 

56 

(35.0) 

10 

(6.3) 

3 

(1.9) 

High SES 

29 

(16.8) 

35 

(20.2) 

23 

(13.3) 

12 

(6.9) 

67 

(38.7) 

6 

(3.5) 

1 

(0.6) 

Very High SES 

15 

(9.6) 

30 

(19.2) 

30 

(19.2) 

18 

(11.5) 

49 

(31.4) 

7 

(4.5) 

7 

(4.5) 
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Table 3-8 shows the breakdown of each reason for choosing certain health care providers 
by the possible service providers. With regard to choosing a service based on the 
perceived appropriateness to the patient’s specific health issues, the largest percentage is 
for doctor private clinics (68.6%). This means that more than two-thirds of the 
respondents thought that the services provided by the private doctor clinics are the best 
available choice. This was followed by emergency department where almost a fifth 
(17.8%) thought that this is the appropriate service. This makes sense because emergency 
department provides services that are unique and cannot be provided by other service 
providers. The least chosen service providers based on perceived appropriateness were 
PHCCs and public HCs (3.3% and 0.8% respectively). 

In contrast to appropriateness, the cost variable shows a completely opposite trend. The 
highest service providers chosen taking cost into consideration were nurse clinics (33.3%) 
followed by close to a quarter for emergency department (26.9%) and the least was for 
private doctor clinics with only 5.8%. 

With regard to geographic distance, nurse clinics scored the highest (46.3%) followed 
distantly down the list by PHCCs and private clinics (18.1% and 16.1% respectively) and 
the lowest reported rated were for emergency department and public HCs (8.1% and 
11.4% respectively). 

As has been referred to previously, by far the highest rate of patients who based their 
health care seeking decision on fame of a specific service provider was private clinics, 
where almost three-quarters (74.8%) did so. This very high proportion was followed by 
nurse clinics but with a much lower figure (14.4%). Other providers reported negligible 
proportion of less than 5%. This also makes sense because in both private doctor as well 
as nurse clinics are almost invariably run by one service provider and here brand issues 
and customer loyalty comes into play. 

Closely related to fame is the “recommended by someone” reason for choosing a 
provider. The figures follow the previous pattern but even with more extremes values: 
private doctors’ clinics scored 82.5% while the figure for nurse clinics was only 7%. 

Other service providers even did not reach previous limits and were around 3.5%. 
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When people are obliged to use a service provider, most likely it will be the emergency 
department. The vast majority (80.6%) of the patients resorted to the emergency 
department because it was the only available choice at the time of their need for the 
medical care. Next in the list but with almost 8 times frequency comes PHCCs (9.7%) 
which is the only available option in the morning hours for general conditions. The last 
reason for choosing a service provider based on personal acquaintance goes 
overwhelmingly to private doctor clinics (94.4%). These highly diverse figures were 
statistically significant at a p value of < 0.001 and a yl of 455.3. 
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Table 3-8. Reasons for choosing a service provider cross tabulated against different service providers. 


Reasons 

Private clinic 

Nurse 

Emergency 

PHCC 

Public HC 

Total 

No. 

(%) 

No. 

(%) 

No. 

(%) 

No. 

(%) 

No. 

(%) 

No. 

(%) 

Cost 

9 

(5.8) 

52 

(33.3) 

42 

(26.9) 

30 

(19.2) 

23 

(14.7) 

156 

(100.0) 

Proximity 

24 

(16.1) 

69 

(46.3) 

12 

(8.1) 

27 

(18.1) 

17 

(11.4) 

149 

(100.0) 

Fame 

77 

(74.8) 

15 

(14.6) 

5 

(4.9) 

2 

(1.9) 

4 

(3.9) 

103 

(100.0) 

Recommended 

47 

(82.5) 

4 

(7.0) 

2 

(3.5) 

2 

(3.5) 

2 

(3.5) 

57 

(100.0) 

Appropriate 

166 

(68.6) 

23 

(9.5) 

43 

(17.8) 

8 

(3.3) 

2 

(0.8) 

242 

(100.0) 

Only choice 

1 

(3.2) 

1 

(3.2) 

25 

(80.6) 

3 

(9.7) 

1 

(3.2) 

31 

(100.0) 

Acquaintance 

17 

(94.4) 

0 

(0.0) 

0 

(0.0) 

0 

(0.0) 

1 

(5.6) 

18 

(100.0) 
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3.6. Not seeking outside help 

All these were about respondents who did seek some sort of external professional medical 
help. On the other hand, a significant minority chose to take a passive course of action 
and wait until the health problem resolves by itself. A similar proportion chose to use 
their skills and knowledge and try self-treatment. Table 3-9 shows the demographic 
characteristics of those who refrained from seeking any sort of external help and possible 
reasons for their behavior. The gender distribution does not show much difference (%2 = 
0.1, p = 0.723). The same applies for age and socioeconomic variables but with more 
variation. The highest proportion was reported among the 15-44 years old age group who 
are supposed to be young and healthy and the least was reported among both extremes of 
age (9.0% and 7.7% for <15 and >65 years old respectively) (%2 = 2.1, p = 0.562). Among 
the socioeconomic groups, higher quintiles were more likely to avoid any external help 
compared to the two lowest quintiles but still not reaching statistical significance (%2 = 
6.8, p = 0.147). 

Digging into the possible reasons of not seeking outside medical help, the table shows 
that almost half (47%) did so because they thought that the nature of the condition was 
mild and did not call for external help. On the other hand, a similar but somewhat lower 
percentage (42.1%) attributed the reason to the financial burden (y2 = 15.4, p = 0.017). 

Another reason that can play a big role in the health seeking behavior is trust in the 
capability of the service provider. Less than a quarter (2.8% plus 21.1%) expressed their 
above average trust in the capability of service providers. 

Table 3-9. Characteristics of patients who did not seek outside help. 

Variables No. (%) 

Gender 

Male 37 (47.4) 

Female 41 (52.6) 

Age 


<15 


7 (9.0) 
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Variables 

No. 

(%) 

15-44 

44 

(56.4) 

45-64 

21 

(26.9) 

>65 

6 

(7.7) 

Socioeconomic quintile 

Very Low SES 

11 

(14.1) 

Low SES 

9 

(11.5) 

Intermediate SES 

23 

(29.5) 

High SES 

16 

(20.5) 

Very High SES 

19 

(24.4) 

Reason 

Nature of the condition 

9 

(47.4) 

Cost 

8 

(42.1) 

Only available choice 

2 

(10.5) 

Trust in service provider 

Do not trust 

14 

(19.7) 

Slightly 

11 

(15.5) 

Moderately 

29 

(40.8) 

Much 

15 

(21.1) 

Too much 

2 

(2.8) 


3.7. Waiting before seeking outside help 

People who become ill, even if they intend to seek external medical help, they may wait 
for some time depending on certain factors. Figure 3-4 shows frequency distribution of 
waiting time on a logarithmic scale. Four distinct time clusters can be seen. The first time 
cluster are those patients who waited less than an hour (less than 0 on the log scale) 
before seeking external medical help. The next cluster, which has the second highest 
frequency, pertains to patients who waited between 1 and 3 hours. The largest cluster is 
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for patients who waited between around 12 and 48 hours with the highest peak for 24 
hours (1.38 on log scale). Although it seems that many people seem to give a 24 hour 
chance for the illness to resolve spontaneously but this unusually high peak is more likely 
to be due to round number bias. The same seems to apply for the next two clusters: the 
one just beyond 2 on the log scale which corresponds to one week and the small cluster at 
the end showing patients who waited about two weeks. 
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Figure 3-4. Waiting time before deciding to seek external help. 

As can be observed, depicting the waiting time on a log scale is superior to grouping the 
time into arbitrary time intervals because these show natural breaks in the time data and 
the clusters can be seen distinctly. These natural breaks in data were used to divide the 
time intervals into logical groups as shown in Figure 3-5 which will be used as the base 
for analyzing behavior in relation to waiting before seeking help. 
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Waiting before seeking help 

Figure 3-5. Categorizing waiting time before seeking help based on time clusters. 

Table 3-10 shows the breakdown of waiting time intervals by demographic 
characteristics, perceived severity of the illness, trust in and choice of provider. Although 
the difference between various demographic variables is not statistically significant 
(gender: yl = 1.3, p = 0.251, age: yl = 1.3, p = 0.251, socioeconomic quintiles: yl = 1.3, p 
= 0.251), still a distinct pattern can be discerned for the gender variable. Males are almost 
twice as likely as females to seek immediate care in first hour (9.5% and 5.3% 
respectively) while females are more likely to wait few days before seeking help (8.8% 
for females vs. 4.9% for males). With regard to the perceived severity of the illness, as 
expected, severe cases are more likely to seek immediate help (9.7%, 5.5% and 2% for 
severe, moderate and mild illnesses respectively) and vice versa for waiting more than a 
week. These differences are statistically significant at a yl of 19.4 and a p of 0.035. 

Trust in the provider does not seem to have a role in the decision to delay seeking help 
{yl = 16.7, p = 0.671) but choice of provider does. Those who seek immediate help are 
more likely to go to the emergency department (17.8%) or nurse clinic (11.8%) compare 
to other providers. Those who resorted to emergency department are even more likely 
(43.9%) to go in the time between 1-3 hours then the rate decreases with time. 
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Table 3-10. Waiting before seeking help. 


Variables 

>1 hour 

1-3 hours 

4-12 hours 

12-48 hours 

2-6 days 

>7 days 

No. 

(%) 

No. 

(%) 

No. 

(%) 

No. 

(%) 

No. 

(%) 

No. 

(%) 

Gender 

Male 

29 

(9.5) 

91 

(29.7) 

69 

(22.5) 

85 

(27.8) 

15 

(4.9) 

17 

(5.6) 

Female 

17 

(5.3) 

93 

(29.2) 

61 

(19.1) 

100 

(31.3) 

28 

(8.8) 

20 

(6.3) 

Age 

<15 

6 

(6.8) 

25 

(28.4) 

21 

(23.9) 

33 

(37.5) 

2 

(2.3) 

1 

(1.1) 

15-44 

26 

(7.6) 

104 

(30.2) 

72 

(20.9) 

88 

(25.6) 

28 

(8.1) 

26 

(7.6) 

45-64 

12 

(8.6) 

41 

(29.3) 

27 

(19.3) 

45 

(32.1) 

9 

(6.4) 

6 

(4.3) 

>65 

2 

(3.8) 

14 

(26.4) 

10 

(18.9) 

19 

(35.8) 

4 

(7.5) 

4 

(7.5) 

Socioeconomic quintile 

Very Low SES 

4 

(3.4) 

36 

(30.8) 

28 

(23.9) 

31 

(26.5) 

11 

(9.4) 

7 

(6.0) 

Low SES 

8 

(6.7) 

32 

(26.9) 

31 

(26.1) 

32 

(26.9) 

9 

(7.6) 

7 

(5.9) 

Intermediate SES 

5 

(4.2) 

40 

(33.9) 

24 

(20.3) 

29 

(24.6) 

8 

(6.8) 

12 

(10.2) 

High SES 

15 

(10.2) 

43 

(29.3) 

24 

(16.3) 

52 

(35.4) 

9 

(6.1) 

4 

(2.7) 

Very High SES 

14 

(11.3) 

33 

(26.6) 

23 

(18.5) 

41 

(33.1) 

6 

(4.8) 

7 

(5.6) 


Severity 
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Variables 

>1 hour 

1-3 hours 

4-12 hours 

12-48 hours 

2-6 days 

>7 days 

No. 

(%) 

No. 

(%) 

No. 

(%) 

No. 

(%) 

No. 

(%) 

No. 

(%) 

Severe 

23 

(9.7) 

77 

(32.6) 

57 

(24.2) 

57 

(24.2) 

14 

(5.9) 

8 

(3.4) 

Moderate 

18 

(5.5) 

88 

(26.8) 

63 

(19.2) 

107 

(32.6) 

26 

(7.9) 

26 

(7.9) 

Mild 

1 

(2.0) 

17 

(34.0) 

9 

(18.0) 

18 

(36.0) 

2 

(4.0) 

3 

(6.0) 

Trust in service provider 

Do not trust 

7 

(8.6) 

22 

(27.2) 

19 

(23.5) 

18 

(22.2) 

10 

(12.3) 

5 

(6.2) 

Slightly 

12 

(9.1) 

33 

(25.0) 

31 

(23.5) 

40 

(30.3) 

10 

(7.6) 

6 

(4.5) 

Moderately 

13 

(6.2) 

59 

(28.1) 

44 

(21.0) 

67 

(31.9) 

15 

(7.1) 

12 

(5.7) 

Much 

12 

(9.2) 

45 

(34.4) 

28 

(21.4) 

34 

(26.0) 

5 

(3.8) 

7 

(5.3) 

Too much 

2 

(14.3) 

5 

(35.7) 

1 

(7.1) 

6 

(42.9) 

0 

(0.0) 

0 

(0.0) 

Provider 

Emergency 

19 

(17.8) 

47 

(43.9) 

15 

(14.0) 

17 

(15.9) 

4 

(3.7) 

5 

(4.7) 

PHCC 

2 

(3.6) 

18 

(32.1) 

14 

(25.0) 

13 

(23.2) 

5 

(8.9) 

4 

(7.1) 

Public HC 

3 

(7.1) 

12 

(28.6) 

7 

(16.7) 

12 

(28.6) 

5 

(11.9) 

3 

(7.1) 

Private clinic 

6 

(2.1) 

64 

(22.9) 

63 

(22.5) 

102 

(36.4) 

23 

(8.2) 

22 

(7.9) 

Nurse 

16 

(11.8) 

42 

(30.9) 

30 

(22.1) 

41 

(30.1) 

4 

(2.9) 

3 

(2.2) 
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3.8. Means of transport 

After waiting for certain time as discussed above, people make their mind to go to the 
service provider and they use different means of transport as shown in Table 3-11. 

In general, a little under a third either went on foot or used a taxi cab (28.3% and 
28.7% respectively) but a relatively higher proportion used their private car (37.4%) 
and the lowest proportion was for bus (5.6%). There does not seem to be a difference 
between both genders (%2 = 2.6, p = 0.464) but all other variable show statistically 
significant difference. Going on foot to the service provider seems to decrease with 
age and the situation reverses with the use of private car. The table shows that all age 
groups and socioeconomic levels are using cab service similarly. As expected, the rate 
of using bus is the highest (11.5%) among the very low and lowest (0.0%) among the 
very high socioeconomic quintiles. The case reverses for the use of private car. These 
differences are statistically significant at a %2 of 82.1 and a p of <0.001. 

Breakdown of means of transport by service provider shows more diverse figures (%2 
= 202.8, p = <0.001). Among those who go to a nurse, the majority (60.4%) do so on 
foot. On the other hand, almost half of those who consult a private doctor clinic or 
resort to the emergency department use their private car (45.6% and 46.2% 
respectively). 


Table 3-11. Means of transport to the service provider. 

On foot Bus Taxi Private Car 


Variables 



No. 

(%) 

No. 

(%) 

No. 

(%) 

No. 

l/c; 

Gender 

Male 

107 

(28.4) 

23 

(6.1) 

99 

(26.3) 

148 

(39.3) 

Female 

109 

(28.2) 

20 

(5.2) 

120 

(31.1) 

137 

(35.5) 

Age 

<15 

35 

(31.5) 

10 

(9.0) 

30 

(27.0) 

36 

(32.4) 

15-44 

133 

(32.1) 

16 

(3.9) 

111 

(26.8) 

154 

(37.2) 

45-64 

40 

(22.9) 

14 

(8.0) 

53 

(30.3) 

68 

(38.9) 
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Variables 

On foot 

Bus 

Taxi 

Private Car 

No. 

(%) 

No. 

(%) 

No. 

(%) 

No. 

(%) 

>65 

8 

(12.7) 

3 

(4.8) 

25 

(39.7) 

27 

(42.9) 

Socioeconomic quintile 








Very Low SES 

51 

(36.7) 

16 

(11.5) 

48 

(34.5) 

24 

(17.3) 

Low SES 

54 

(36.0) 

13 

(8.7) 

45 

(30.0) 

38 

(25.3) 

Intermediate SES 

42 

(27.6) 

7 

(4.6) 

47 

(30.9) 

56 

(36.8) 

High SES 

45 

(26.3) 

7 

(4.1) 

33 

(19.3) 

86 

(50.3) 

Very High SES 

24 

(15.9) 

0 

(0.0) 

46 

(30.5) 

81 

(53.6) 

Provider 









Emergency 

14 

(10.6) 

6 

(4.5) 

51 

(38.6) 

61 

(46.2) 

PHCC 

26 

(36.1) 

15 

(20.8) 

16 

(22.2) 

15 

(20.8) 

Public HC 

27 

(54.0) 

4 

(8.0) 

9 

(18.0) 

10 

(20.0) 

Private clinic 

48 

(14.1) 

14 

(4.1) 

123 

(36.2) 

155 

(45.6) 

Nurse 

99 

(60.4) 

4 

(2.4) 

17 

(10.4) 

44 

(26.8) 


3.9. Arriving at service provider 

Figure 3-6 shows the frequency distribution of arrival time at the service provider. 
The figure depicts and quantifies interestingly what is going on in 24 hours in the city 
with regard to health seeking behavior. As can been seen clearly, there are two main 
peaks of activity. Starting from midnight, only very few cases can be seen until 7 in 
the morning. After 8:00 am, which is the official starting working hours, the numbers 
increase steeply until reaching the first peak around 9:00 am. After 10:00 am, the rate 
of health care seeking slows down and a new wave of patients start to arrive at the 
service provider starting at 2:00 pm. This second wave of patients reach the highest 
peak (almost a third within 24 hours) around 4:00 pm then dwindles gradually and 
continues at a slow rate until before midnight. 
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Figure 3-6. Time of arrival at service provider. 

3.10. Outcome of seeking help 

With regard to the perceived outcome of the seeking external medical help, Table3-12 
shows that overall, about a third (34.7%) benefited and their health problem resolved 
within a reasonable amount of time. On the other hand, about a fifth (20.6%) of the 
patients reported that they did not get any benefit from the initial attempt and the 
majority (44.7%) reported partial improvement. There is no significant difference 
among gender, socioeconomic and perceived severity of illness. Among age groups, 
the youngest reported the highest response rate with more than half (53.2%). Choice 
of provider seems to play a role in the outcome. Visitors to nurse and public HCs 
reported the highest complete recovery rate (44.8% and 46.7% respectively). Partial 
response was the highest among those who consulted a private doctor clinic or the 
emergency department (48.8% and 47.5% respectively). 
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Table 3-12. Outcome of health seeking behavior. 


Variables 

No 

Partial 

Yes 

No. 

(%) 

No. 

(%) 

No. 

(%) 

Gender 

Male 

84 

(21.7) 

162 

(41.9) 

141 

(36.4) 

Female 

76 

(19.5) 

185 

(47.6) 

128 

(32.9) 

Age 

<15 

18 

(16.2) 

34 

(30.6) 

59 

(53.2) 

15-44 

87 

(20.5) 

196 

(46.1) 

142 

(33.4) 

45-64 

40 

(22.2) 

90 

(50.0) 

50 

(27.8) 

>65 

15 

(25.0) 

27 

(45.0) 

18 

(30.0) 

Socioeconomic quintile 

Very Low SES 

37 

(25.5) 

64 

(44.1) 

44 

(30.3) 

Low SES 

31 

(21.4) 

70 

(48.3) 

44 

(30.3) 

Intermediate SES 

28 

(18.1) 

71 

(45.8) 

56 

(36.1) 

High SES 

38 

(21.8) 

73 

(42.0) 

63 

(36.2) 

Very High SES 

26 

(16.6) 

69 

(43.9) 

62 

(39.5) 

Severity of illness 

Severe 

64 

(22.9) 

123 

(43.9) 

93 

(33.2) 

Moderate 

74 

(17.7) 

193 

(46.2) 

151 

(36.1) 

Mild 

18 

(28.6) 

26 

(41.3) 

19 

(30.2) 

Seeking help 

Emergency 

30 

(24.6) 

58 

(47.5) 

34 

(27.9) 

PHCC 

22 

(32.8) 

24 

(35.8) 

21 

(31.3) 

Public HC 

9 

(20.0) 

15 

(33.3) 

21 

(46.7) 

Private clinic 

69 

(21.3) 

158 

(48.8) 

97 

(29.9) 

Nurse 

21 

(13.6) 

64 

(41.6) 

69 

(44.8) 
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Those who did get benefit, they did so over different time intervals. Figure 3-7 shows 
cumulative frequency distribution across time (in days) for patients who benefited 
from their health seeking activities. The figure shows that about half of them 
responded to treatment in less than three days, about three-quarters in about a week 
and more than 90% in about two weeks. 



Figure 3-7. Cumulative frequency of improved patients over time. 

3.11. Next therapeutic choice 

For those who did not get benefit, they had to continue with their health care seeking 
behavior in one way or another. Table 3-13 shows the next choice of service providers 
in those who did not responded favorably to the initial attempt. A relatively large 
percentage did nothing and just waited. On the other hand, the majority who did seek 
another provider chose to consult a different private doctor clinic. Few chose to go 
back to the same provider (7.7%) and a similar number went to a nurse clinic. A 
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significant minority (2.4%) chose to go abroad the country for treatment while a 
similar proportion (2.6%) resorted to traditional medicine. 


Table 3-13. Next choice for those who did not improve. 


Next Choice 

No. 

(%) 

Did nothing (waiting) 

210 

(41.4) 

Private clinic 

138 

(27.2) 

Same service provider 

39 

(7.7) 

Nurse 

39 

(7.7) 

PHCC 

27 

(5.3) 

Public HC 

15 

(3.0) 

Self-treatment 

14 

(2.8) 

Traditional medicine 

13 

(2.6) 

Abroad 

12 

(2.4) 


3.12. Regression analysis 

To explore possible predicting capabilities of some independent variables like 
demographic and illness characteristics, first bivariate associations were used in 
addition to various visualizing methods like matrix scatterplot and LOESS (Locally 
Weighted Scatterplot Smoothing) method. Then logistic regression models were used 
to analyze the relationship of independent variable and some dependent variables like 
choice of provider, illness outcome and satisfaction. In addition to the primary 
independent variables, other relevant factors were also explored in the regression 
models, such as gender, education, and socioeconomic status. 

The results for the logistic regression between various dependent and independent 
variables are shown in Table 3-14 with the statistically significant variables shown in 
bold along with 95% confidence interval and p values. 

With regard to the overall behavior of seeking external help versus non-seeking, only 
gender and perceived severity of illness were shown to have a statistically significant 
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relationship. The odds ratio of males versus females was 2.81 and that of perceived 
illness severity was 1.844. 

About choosing various providers, most of the independent variables failed to show a 
statistically significant relationship. This was true especially for private doctor clinics 
and public HCs, in which case no variables showed significance. For the nurse 
provider, the odds ratio of males versus females was found to be 2.867. Gender was 
also found to be a factor in predicting the behavior of seeking help at an emergency 
department with an odd ratio of 3.119 of males versus females. But in this case, as 
might be expected, the variable perceived illness severity seems to have the largest 
contribution to the equation with an odd ratio of 3.857 of moderate and severe cases 
compared to mild ones. 

Concerning the patient reported outcome of the illness, the only variable that showed 
statistical significance with an odds ratio of 0.986 for each year of life. In other words, 
the likelihood of responding to treatment decreases with each year of life with a 95% 
Cl of 0.003-0.024. 


Table 3-14. Odds ratio of selected independent variables against outcome 
variables realted to seeking health. 


Variables 

OR 

95% Cl 

p value 

Seeking external help (vs. not seeking) 





age (years) 

1.011 

(0.990 - 

■ 1.032) 

0.305 

Females (vs. males) 

2.281 

(1.059 ■ 

4.912) 

0.035 

Lowest SES quintile (vs. higher) 

0.887 

(0.670 - 

■ 1.171) 

0.398 

Illiterate (vs. higher education levels 

1.002 

(0.797 - 

■ 1.258) 

0.987 

Mild (vs. moderate and severe) 

1.844 

(1.039 ■ 

■ 3.272) 

0.037 

Choosing private doctor clinic (vs. not 

seeking help) 



age (years) 

1.020 

(0.998 - 

■ 1.041) 

0.072 

Females (vs. males) 

1.935 

(0.880 - 

■ 4.252) 

0.100 

Lowest SES quintile (vs. higher) 

0.906 

(0.682 - 

■ 1.203) 

0.497 

Illiterate (vs. higher education levels 

1.093 

(0.862 - 

■ 1.383) 

0.462 

Mild (vs. moderate and severe) 

1.564 

(0.846 - 

■2.888) 

0.153 
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Variables 

OR 

95% Cl 

p value 

Choosing nurse (vs. not seeking help) 




age (years) 

0.993 

(0.969- 1.018) 

0.582 

Females (vs. males) 

2.867 

(1.244 - 6.604) 

0.013 

Lowest SES quintile (vs. higher) 

0.872 

(0.634- 1.2) 

0.400 

Illiterate (vs. higher education levels 

0.940 

(0.718- 1.231) 

0.653 

Mild (vs. moderate and severe) 

1.856 

(0.936 - 3.677) 

0.076 

Choosing Emergency Department (vs. not seeking help) 


age (years) 

1.005 

(0.981 - 1.029) 

0.678 

Females (vs. males) 

3.119 

(1.275 - 7.631) 

0.013 

Lowest SES quintile (vs. higher) 

1.098 

(0.777 - 1.551) 

0.596 

Illiterate (vs. higher education levels 

0.865 

(0.664- 1.125) 

0.279 

Mild (vs. moderate and severe) 

3.857 

(1.941 - 7.662) 

>0.001 

Choosing PHCCs (vs. not seeking help) 




age (years) 

0.995 

(0.972- 1.019) 

0.697 

Females (vs. males) 

2.648 

(1.034 - 6.778) 

0.042 

Lowest SES quintile (vs. higher) 

0.850 

(0.624- 1.157) 

0.300 

Illiterate (vs. higher education levels 

0.812 

(0.604- 1.093) 

0.170 

Mild (vs. moderate and severe) 

1.280 

(0.594 - 2.759) 

0.528 

Choosing Public HCs (vs. not seeking help) 



age (years) 

1.010 

(0.982- 1.038) 

0.492 

Females (vs. males) 

1.709 

(0.603 - 4.845) 

0.314 

Lowest SES quintile (vs. higher) 

0.707 

(0.487 - 1.028) 

0.069 

Illiterate (vs. higher education levels 

1.058 

(0.763 - 1.467) 

0.735 

Mild (vs. moderate and severe) 

1.472 

(0.605 - 3.583) 

0.395 

Outcome of illness (not improved vs. improved) 



age (years) 

0.986 

(0.976 - 0.997) 

0.010 

Females (vs. males) 

0.955 

(0.636- 1.433) 

0.822 

Lowest SES quintile (vs. higher) 

1.166 

(0.997 - 1.362) 

0.054 
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Variables 

OR 

95% 

Cl 

p value 

Illiterate (vs. higher education levels 

1.082 

(0.949 - 

■ 1.232) 

0.239 

Mild (vs. moderate and severe) 

1.058 

(0.753 - 

■ 1.488) 

0.744 


3.13. Satisfaction with received health services 

With regard to satisfaction with the received services, data about several dimensions 
of satisfaction were collected as shown in the questionnaire, these included: how long 
the patient waited for the service provider, how many other patients were waiting, 
quality of amenities, length of consultation time, patient’s perception of the adequacy 
of consultation time length, whether the service provider explained the illness and/or 
treatment well to the patient, patient’s perception of getting benefit and the number of 
days needed to get benefit if any. 

All possible bivariate associations between these variables were explored and in most 
cases no distinct pattern were observed. For example, one might expect a positive 
relationship between the length of time waiting for service and the number of other 
patients waiting but this was not the case. The patients arrived at the service provider 
(mainly private clinics) and they found a large number of people waiting but they may 
have not waited long because they took an appointment in advance (called taking a 
number). The relation between the length of time and consultation time followed a 
similar pattern. Even the simple relation between consultation time and patient’s 
perception of adequacy was not as straightforward as might be thought. The data 
showed that patient’s perception of adequacy of consultation time is not the same for 
different providers. Table 3-15 shows the mean of consultation time that was 
perceived as enough and not enough across different health service providers. As can 
be seen, patient’s perception of adequate consultation time was about 17 min for 
private health clinics while only about 7 min for a consulting a nurse and even lower 
for PHCCs. 
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Table 3-15. Patient's perception of consultation time. 


Provider 

Consultation length (min) 

Enough 

Not Enough 

Emergency 

14.3 

7.7 

PHCC 

6.4 

3.8 

Public HC 

8.4 

4.4 

Private clinic 

17.2 

10.4 

Nurse 

7.3 

3.7 


Based on that, Table 3-16 shows that the highest percentage of perceived adequacy of 
time for nurse clinics where almost three-quarters (76.3%) rated their encounter with 
the nurse as adequate. This was followed by a high rating rate for the private doctor 
clinics. Almost half of those who went to the emergency department had favorable 
view of its services and the least was reported for public HCs and PHCCs (40.9% and 
33.8% respectively). 


Table 3-16. Patient's perception of adequacy of consultation time. 


Provider 

Enough 

Not Enough 

No. 

(%) 

No. 

(%) 

Emergency 

60 

(50.4) 

59 

(49.6) 

PHCC 

22 

(33.8) 

43 

(66.2) 

Public HC 

18 

(40.9) 

26 

(59.1) 

Private clinic 

212 

(65.8) 

110 

(34.2) 

Nurse 

116 

(76.3) 

36 

(23.7) 
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CHAPTER 4 
DISCUSSION 


Better health of the population is the reason behind the existence of any health system 
around the world and beyond doubt its primary goal. Population health is a very 
complex outcome variable with many factors contributing to it. Up to recently in most 
of the developing countries, the main focus for improving the overall health of the 
population through health systems was on the provider side by building more 
hospitals and health centers, training more staff and importing more pharmaceuticals 
and medical equipment. Although these are important essential elements in the 
complex equation of population health but unfortunately the role of the consumer side 
was underestimated or even completely neglected for a long time (WHO 2000). 

Everyday thousands of people become ill around the world and in our country. There 
are many questions about these illness episodes that can contribute to a better health 
care if the public health policy makers are more illuminated by their answers. 
Providing possible answers for some of the questions related to the way people 
behave in response to an episode of illness was the aim of this study which tries to 
answer and was based on these research questions: 

• How many people became ill in the past two weeks or month in Erbil city? 

• What are the socio-demographic characteristics of these people? 

• What they do when becoming ill? 

• What are the most common symptoms during their illness? 

• How long do they wait before seeking professional medical help? 

• How many of them actually seek external help and why? 

• Which service provider they are most likely to use? 

• What are the outcomes of their illness? 

• How satisfied they were with the services they received from different health 
service providers including private and public health institutions? 

• What was their next step if they did not get benefit from the initial health care 
seeking process? 
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This study is an attempt to shed some light on possible answers to these and some 
other related questions. The answer to these questions are not fixed but dynamic and 
change with time, place and person that is why in most developing countries they 
have been incorporated into surveys that are done at regular intervals, mostly annually 
as was shown from review of literature. To the best of researcher’s knowledge, this is 
the first quantitative academic community-based study in the country to address the 
issue of how people behave in response to their ill health. 

Community-based surveys are the only way that can provide representative sampling 
population that can offer relatively reliable answers to the above mentioned questions 
as they cannot be done in facility-based studies. The number of studies about health 
service topics is still far behind compared to clinical studies. Even with this small 
proportion of health service research, almost all are facility-based because it is much 
easier for a researcher to collect data from children and teachers in a school or 
patients from a health center or hospital rather than visit them in their home. 

Conducting a community-based household survey poses great challenges to the 
researcher that is why it has been avoided to a large extent by researchers in Iraq in 
general and more specifically in Kurdistan region. Some of the challenges include: 
logistic, technical and methodological ones. Logistics and technical obstacles can be 
important but they have less serious impact on the outcome of the study compared to 
methodological challenges. One of the most important factors in any study is to have 
as representative sample as possible from the target population. The challenge is that 
in most developing countries sampling frames are not available to researchers so they 
resort to different alternatives to solve this problem. One of the widely adapted 
alternative sampling techniques is the cluster analysis. Although cluster analysis is 
much better than blind sampling but it has many shortcomings and this is one of the 
reasons this type of sampling has one of the largest design effect of 2. 

This study has used an innovative method of sampling that is based on identifying 
residential patterns that is based on recent satellite images of the city. Although the 
use of satellite images for sampling has not been used in our country, only in the 
recent years it has been used by some researchers in other countries. One of the 
reasons is the wider availability of high quality satellite image at a relatively low cost 
which was in the military domain until recent years. Lowther et al (2009a and 2009b) 
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have used satellite images to select houses in Lusaka city in Zambia to assess the 
population immunity for measles virus. Satellite imagery has also been used in 
Karachi, Pakistan to construct a household GIS database for health studies (Ali el al. 
2004). Another research used this method of spatial sampling for respiratory health 
and demographic survey in Delhi, India to select households that adequately 
represented exposure to ambient air pollution (Kumar 2007). This method was also 
used by Siri et al (2008) to design a census-weighted, spatially-stratified household 
sampling strategy to study the distribution of urban malaria. This sampling method is 
expected to be much more representative compared to traditional cluster design that is 
why the design effect for this study was assigned a lower value. 

Another equally challenging issue facing researchers in the field of social sciences in 
general and more specifically in public health is how to determine the socioeconomic 
level of the study sample. The public health researcher are struggling much more 
compared to other pure social sciences with this issue because it is not their primary 
field of study but they are obliged to deal with it due the big role socioeconomic 
factors play in all health related variables. This study also used another innovative 
method of assigning relative weights to socioeconomic variables by using principal 
component analysis. As has been emphasized earlier, the socioeconomic status has 
great impact on the health seeking behavior of people especially in the developing 
countries. At the same time, measuring socioeconomic level is one of the greatest 
challenges facing any researcher in the field of social sciences due to its complex and 
dynamic nature. 

One dimension of the complexity is the fact that any measure of socioeconomic status 
that is designed for specific community does not work except for that community or a 
very closely related one in time and place. Even for the same community, it may not 
measure the true situation after few years and have to be modified accordingly. One 
of the most complicating factors is the fact that Erbil population is a community in a 
very rapid transition and many variables that have long history of use elsewhere such 
as occupation does not hold true here. For example, we have many educated people 
who were primary school teachers four decades ago who may be poor by today’s 
standards. Although they may possess a house of 500 square meters and mostly adopt 
healthy habits, but they may not have enough income to cope with increasing costs of 
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living these days. On the other hand, there are many people who are almost illiterate 
but became millionaires in a short time. Some of them may still live in the same old 
neighborhood. 

Due to its complex nature, researchers in the field of health and related social sciences 
have suggested several methods in an effort to capture this elusive variable. One of 
the most reliable methods is to use monetary information such as the ones that 
combines income and expenditure. However, collecting accurate income and 
expenditure data is very difficult and practically impossible for a simple reason: 
people do not want to disclose such data. Collecting expenditure information may be a 
little bit less sensitive issue but still it is not practical during a survey which may take 
a lot of time and distract from the main aim of the study (Oakes et al. 2006; Vyas et 
al. 2006). 

One aspect of showing the difficulty of obtaining income data is the fact that most 
people are usually reluctant to disclose anything related to details of their income l ik e 
salary, how many real estate they own and the nature of their occupation and many of 
the non-govemmental employees who do private business would like to describe their 
job in general terms such as “Kasib” which means “earner” or “bread-winner” even if 
they are relatively wealthy businessmen. 

A more practical method of assessing the socioeconomic level is to collect data about 
ownership of certain durable household assets like cars, computers, washing 
machines, and dishwashing machine in addition to housing characteristics and 
infrastructure. Even with this simple looking method of assessing the socioeconomic 
status, a big challenge would be how to calculate the value of these assets. Several 
methods have been suggested to solve this problem. One of the most intuitive and 
straight forward methods is to calculate the monetary value of these assets taking into 
consideration age and depreciation (Filmer et al. 2001; Krefis et al. 2010). This 
method has several drawbacks because the monetary value of these assets may not 
reflect socioeconomic status. For example, a large proportion of households in Erbil 
city own at least one car but a much smaller proportion own a computer. Although an 
average car is worth of more than 1 ,000 computers in monetary value, still a computer 
may be a better indicator of the socioeconomic status. 
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Another method that have been suggested to give weights to the assets is to assign 
ordinal numbers but this method is very arbitrary as each indicator has the same 
weight (one) and so is given equal value in terms of socioeconomic level. A more 
evidence-based method is to do a regression test between the possible variables with 
an outcome that represents the socioeconomic status of the same population from 
another study that have been conducted recently. This is one of the best methods but 
unfortunately may be not practical due to unavailability of such a study (Vyas et al. 
2006; Howe et al. 2012). 

A more recent methods to develop a socioeconomic index is to use Principal 
Component Analysis (PCA) which is a multivariate statistical technique that captures 
the underlying patterns by reducing a complex set of variable into few dimensions 
(Filmer et al. 2001; Rutstein et al. 2004; Hosseinpoor et al. 2007; Steinhardt et al. 
2009; Howe et al. 2012). 

The main tool used for data collection was a custom developed questionnaire that was 
based on previous research and adapted to the local community. The questionnaire 
was designed with several issues in mind most importantly the logical flow of 
questions that follows the research questions above. This facilitated the data collection 
process and provided a base for coherent and logical flow of information in the results 
chapter. 

This study used a relatively large and representative sample size of 1,328 individuals 
from 442 household and the number of individuals per household was restricted to an 
average of 3 to avoid loss of statistical power. The sample population structure is 
fairly similar to the target population of Erbil city in terms of demographic 
characteristics (Table 3-1, Figure 3-1 and Figure 3-2) like gender, age groups, 
socioeconomic, education and family size variables compared to recent data on 
population statistics compiled by Kurdistan Region Statistical Office (KRSO 2010). 
This fairly representative sample owes to the innovative method sampling technique 
and relatively large sample size. The method of age grouping use in this study which 
divides years of life into 0-14, 15-44, 45-64 and 65 and above was adopted because it 
is adopted by many researcher in the public health field and especially WHO 
publications (Broussard et al. 1993; Fionis et al. 1996; Fjung et al. 2005). The 
rationale behind this grouping is that it corresponds to certain characteristics of people 
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who fall into these age groups. For example, the 15-44 years old age group are the 
young who are usually free from most diseases while the next group (45-64 years old) 
are the middle aged people and those older than 65 years are regarded as old age by 
many authorities. These age groups can also subdivided into further smaller groups, 
for example, the 0-14 years old may be subdivided into infants, under- five, school age 
and so on according to the purpose of the analysis. 

Studies about health seeking behavior usually report the rate of illness in either the 
past two weeks, past month or the past two months and rarely more distant in time. In 
this study, several rates of illness are reported. This was done purposefully during the 
study design by asking individuals about their last illness and not whether they were 
ill in the past two weeks or so. This has the advantage of comparability with different 
other studies that have adopted one time period as in the Iraq Living Condition and 
Iraq Household Socioeconomic Surveys (UNDP et al. 2005; World Bank et al. 2007). 
It also has potential shortcomings that will be discussed further in later in this chapter. 

The answer to first research questions listed above, the overall reported illness in the 
past two weeks was 7.1% while the rates in the past month was slightly more than 
double (16.6%). These results are close but higher to the figures reported by both Iraq 
Living Condition and Iraq Household Socioeconomic Surveys (UNDP et al. 2005; 
World Bank et al. 2007). The former survey only reported rates of illness for the past 
two weeks and the rate for Erbil Governorate was 3.4%. Although the result from this 
study is almost double of that figure but it is still within the range provided by the 
report which was between the lowest of 2.4% in Salahaddin and the highest of 9.5% 
in Sulaimaniya. Still there are several possible reasons for this higher reported overall 
rate of illness in the past two weeks. One reason could be due the different target 
sample populations. The figures reported by Living Condition Survey are for Erbil 
governorate and not Erbil city as they included both rural and urban populations. The 
rate of illness in urban is usually higher than average as have been reported by the 
same survey and this will water down the results. On the other hand, they have also 
excluded the under five children who usually have a higher rate of illness compared to 
the general population and this will further reduce the rate. Another less convincing 
factor could be due to different times. Iraq Living Condition Survey was conducted 7 
years prior to this study. 
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The other report, Iraq Household Socioeconomic Survey (IHSES), reported results 
only for the past month. The rate for Erbil Governorate was 14.5% which is closer to 
the result from this study (16.6%). Again this result is within the wide rate of illness 
reported from different governorates in Iraq ranging from 3.9% in Salahaddin to as 
high as 30.1% in again in Sulaimaniya. Differences in the rate of either time intervals 
between various demographic groups were more or less consistent with these two 
nation surveys. 

Comparing these results to other countries, Steinhardt et al (2009) from her study in 
Afghanistan reported that about one fifth (19%) reported at least one episode of 
illness in the past month. This finding is consistent with the result from this study and 
within the range of rates from IHSES. In Iran, Pourreza et al (201 1) reported even a 
higher percentage among the residents of the capital city of Iran, Tehran. Overall, 
22.9% reported experiencing at least an episode of an illness in the previous month. 
Another study that had a similar sample size but different population was conducted 
by Yanagisawa et al (2004) that compared the health seeking behavior between 
different socioeconomic groups in Cambodia. They reported that overall, 43.8% 
experienced an episode of illness in the previous month. The previous two studies are 
very close to the results from this study but the one from Cambodia is very unusually 
high but the authors do not mention any reason. Another high illness rate in the past 
15 days was reported in Bangladesh which was ranging from 12-17% in different 
socioeconomic groups. 

Comparing results from this study with the above mentioned survey reports from Iraq 
(UNDP et al. 2005; World Bank et al. 2007), the largest difference was in the 
proportion of those who did seek some sort of external help. The Living Condition 
reported that only 14% from Erbil city did so with a wide range of as low as 5% in 
Thiqar and as high as 25% in Kirkuk while the figures from ISHES was 37.8%. These 
figures are much below what has been report by this study (90.7%). This wide gap 
between these results could be due to several reasons. First, even the figures between 
the nationally representative surveys are quite apart and this increasing trend from 
14% to 37.8% between 2004 and 2007 are most probably due to improved economic 
situation of the population in general. 
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To give a rough idea about this improvement, before 2003, the average monthly 
salary of a civil servant was about 200 Old Iraqi Dinar equivalent to about 30 USD 
and in the recent years the average salary has increase to more than 500 USD. Also 
the daily wage of an unskilled manual worker has increased from 3 USD to more than 
30 USD in between the two periods. This unprecedented at least ten times increase in 
income and potentially purchasing power most probably will affect all areas of life 
including health seeking behavior because financial reason has been reported by many 
authors as a major obstacle for seeking appropriate professional health care 
(Yanagisawa et al. 2004; Moran 2006; Hosseinpoor et al. 2007; MacNaughton 2008b; 
Shaikh et al. 2008; Steinhardt et al. 2009; Ruhul et al. 2010). 

This study was done 7 years after Living Condition and 4 years after IHSES surveys 
and the economic situation of people has improved even further and thus further 
increase in the proportion of those who did seek some sort of external medical help. 
Still, this reason cannot account for the very wide difference between the two 
proportions. 

Another reason could be due to the nature of the studies: this study was only about 
one relatively narrow field which is health seeking behavior but the other two surveys 
had a very extensive set of questions that took hours to complete in comparison to an 
average of 10 minutes for this study. These design issues can have multiple effects: 
when people are only asked for ten minutes about one issue which is their last illness 
they are more likely to focus and remember in comparison to the situation where the 
respondent becomes tired after hours of questioning in the context of very diverse 
questions about all areas of life. Another possible reason could be due to the fact than 
the previously mentioned reports asked about any illness in the past two weeks or 
month but this study asked about the last illness the patient had. This may also be 
partially responsible for the lower proportion of seeking help as some of the 
individuals may still have been in the process of making decision and the event may 
not have been over yet. 

Findings from studies conducted in other countries are more comparable to this study 
that the previously mentioned surveys in Iraq. Steinhardt et al (2009) from her 
Afghanistan study reported almost the same result. The rate among seeking health 
care among those above five years old was found to be 90.8% ranging between 87.8% 
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among the most poor to 94.2% among the least poor. In a another recent study from 
Tehran, Iran, report a very close figure: 81.0% of those who were ill resorted to a 
qualified healthcare provider while 11.1% used self-medication and a further 7.9% 
just decided to just wait (Pourreza et al. 201 1). Other similar findings were reported 
by Ahmed et al (2000) in Bangladesh where a proportion 74.7% to 84.7% among 
different socioeconomic groups reported seeking care for their last illness in the past 
15 days. 

On the other hand, Peng et al (2010) studied the factors that influence the health 
seeking behavior among migrant workers in the capital city of China, Beijing. This 
study was from urban area but with a different study population of mostly young 
workers of both sexes and they found that only 4.8% did consult a healthcare provider 
in the past two week. This constituted only about one third (36.4%) of those who were 
become ill and another third (33.3%) resorted to self-treatment while the last third 
(30.3%) took no measures and waited passively. The large difference between this 
study and that of China is mainly due to the very different study populations. This 
study was among the general population from all age groups while the population of 
the study from China was the young workers who are usually fit but another reason 
quoted by the researchers was financial as some did not have insurance. 

With regard to the choice of provider, this study reported that overall, a proportion 
close to half (44.8%) resorted to private doctor clinic as their initial response to their 
illness. Other providers included: 21.8%, 17.4%, 9.4% and 6.5% for nurse clinic, 
emergency department, PHCCs and public HCs respectively. These figures agree 
partially with the corresponding figures reported by Living Condition Survey for Erbil 
govemorate which were 50.2%, 8%, 16%, 24.5% (collectively for HCs) respectively. 
They had the extra option of traditional healers which was use by about 2% of the 
population. From the findings of this study, no one used the services of traditional 
healer as the first therapeutics choice but they did so if they did not get benefit and the 
next step service provider. IHSES reported their results by a different kind of 
grouping of health service provider which makes direct comparison a difficult task. 
The figures for Erbil were: 31% for nurse clinics, 28% for physicians, 27.7% for 
public hospitals and HCs. The figures reported by Living Condition Survey are more 
consistent with the finding from this study but few points need special attention. The 
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rate of use of both private doctor and public hospital (usually emergency department) 
are very close but the real difference is in the figures related to both nurse clinics and 
HCs. The researcher thinks that the findings from this study are more reasonable with 
regard to the use of nurse clinics which is about one fifth (21.8%). 

The reason for possible underestimating of the use rate of nurse clinics could be 
attributed to social desirability bias. Both surveys used direct face to face method of 
data collection and some people may underreport their visit to nurse because it might 
be interpreted as less prestigious. This study tried to avoid this source of bias by 
leaving the questionnaire with the individuals and then return to them in the next day. 
Thus they had the privacy needed for filling the questionnaire alone as has been 
mentioned in the methods section. 

The results from IHSES completely contradict both findings from this study and the 
Living Condition Survey with regard to the choice of service provider although the 
grouping of the service providers is less comparable. Contrary to Living Condition, 
IHSES’s estimate for the rate of use of nurse clinics is very high (31% vs. 8%). On 
the other hand, the rate of private doctor clinic use is much lower (almost half) that 
have been report by the other two sources. It is not easy explain the reasons behind 
these strange numbers but one possible reason could be grouping, recoding and 
labeling of the collected data because this valuable report contains other discrepancies 
as well. 

Lrom findings of all the three sources, one phenomenon deserves special attention. 
Even with lowest estimate of 8%, the rate of using the services of nurses is much 
higher in Erbil compared to the rest of Iraq and even other cities in Kurdistan region. 
This phenomenon of private nurse clinics is very common in Erbil and in each 
neighborhood at least several such clinics exist. They are in the form of an ordinary 
shop that provides nursing as well as curative service for a wide variety of simple and 
moderately severe conditions. Their advantage includes their flex hours of operation 
which starts in the afternoon and may extend into midnight. Many of these clinics are 
part of the residents of the nurses and medical assistant and they are happy to help if 
you knock at their door at 2:00 am. They also serve as a close and convenient 
pharmacy. This phenomenon started gradually during the extremely difficult financial 
times of the early 1990s in Erbil city as low-prices alternative to private doctor 
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clinics. During the time between 1991 and 1996, the purchasing power of people was 
extremely low due to double embargo on Kurdistan region by both the international 
community and the central Iraqi government in additions to the miseries of internal 
civil war which lasted for several years during the same period. On average, the 
monthly salary of a civil servant was about 200 Old Iraq Dinar which was worth of 
less than 2 USD most of the embargo year. 

This study shows that the services provided by nurse clinics are quite popular and it is 
not only used by people at the lower scales of both socioeconomic and educations 
levels but even a relatively large proportion with good education and high 
socioeconomic levels make use of their services. The rate of use among the very high 
and high socioeconomic quintiles (15.6% and 24.7% respectively) is not much 
different and may be even higher than those of the low and very low socioeconomic 
quintiles (26.2% and 20.1% respectively). These results are consistent with findings 
from a study done in UK where many consumers preferred a nurse than a medical 
doctor (Horrocks el al. 2002). Some aspect from these findings are consistent with 
results from the study in Bangladesh by Ahmed et al (2000) who reported that 
between 24.1% to 48.7% sought care from what they call: para-professionals that 
includes trained village doctors, medical assistants, community health workers of 
ICDDR,B, BRAC and others who have some formal training in allopathic medicine. 

It seems that this situation bares some similarities to the very common phenomenon 
of nurse clinics in Erbil city. 

The convenience of nurse clinics is also manifested in other ways. As has been shown 
in Table 3-8, almost half (46.3%) chose the nurse clinic based on proximity and a 
third (33.3%) based on cost. The highly accessibility of this “among the people” 
service is also evident from Table 3-11 in which we see that the majority (60.4%) of 
patients actually walk on foot into the service. 

Although the rate of using private doctor clinics did differ between different 
socioeconomic quintiles, the differences between the use of the lowest and highest 
quintiles was not striking as might be expected. Even the lowest socioeconomic 
quintile’s rate of private doctor clinic was as high as 39.6% which is not much far 
away from the highest quintiles of 57.1%. These findings are supported by similar 
results from the Living Condition Survey (45.2% and 56.6% respectively). The reason 
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behind this unexpected health seeking behavior could be due to the general perception 
among people that the best available therapeutic choice are the private doctors clinics 
and even if they think that the service is expensive, they are ready to allocate 
necessary resources when they think that their health condition is serious. 

These findings are different from many of the studies that have been done in poor 
countries that show a large difference between the health seeking behavior among 
different socioeconomic groups especially for the use medical doctor clinics (Ahmed 
et al. 2000; Yanagisawa el al. 2004; Shaikh el al. 2008; Steinhardt el al. 2009). The 
main reason is due to the relatively higher living standards in Erbil city compared to 
these countries, which may resemble the situation here about 15-18 years ago when 
Kurdistan region was under double embargo from the international community and 
the central Iraqi government. 

With regard to gender difference in service utilization, it is widely quoted that the 
majority of the visitors of PHCCs are women. This study shows an almost identical 
rate of use among both genders. This could be due to the fact that this study was only 
about the therapeutic use of PHCCs and did not include the preventive services which 
are one of the best functioning units in a health center that are used more commonly 
by females be it maternal and child care or even immunization of children in which 
case the caregiver is usually the mother. 

The relation between a service provider in general and patient has many dimensions 
and one of the driving forces for the continuity of and progress of this relationship is 
trust. The importance of trust cannot be overemphasized because the patient is 
literally putting his life in the hand of his doctor. When analyzing the reason why 
some people did not seek appropriate medical care, a more than third expressed their 
distrust (15.5% and 19.7% for “trust slightly” and do not trust” respectively) added to 
it a 40.8% equivocal vote. Only less than a quarter expressed their above average trust 
in their medical doctor. This growing distrust can also be felt from the comments 
written by the respondents as many were accusing the medical doctors the becoming 
businessmen trading in people. This is an alarming issue and relevant authorities like 
physician associations should study this problem in greater detail and work with other 
bodies to put a solution for this growing issue. 
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Although everybody admits that the medical doctors are more knowledgeable and 
competent compared to nurses and medical assistants, still we see that the response 
rate is the very high (44.8%) among those who sought medical care from a nurse 
clinic. This could be due to several reasons. Usually people consult a nurse clinic for 
mild to moderate illnesses that are more likely to resolve spontaneously in a short 
time. On the other hand, many people reserve going to a private doctor clinic to only 
severe cases as perceive by the patient or the decision maker. The other reason could 
be due to placebo effect because the majority of people have a favorable view and are 
more at ease with visiting a nurse compared to a medical doctor. 

Although this result may be some surprising, but many other researchers have 
reported the outcome from may be superior in some ways. Horrocks el al (2002) have 
conducted a systemic review of whether nurse practitioners working in primary care 
can provide equivalent care to doctors that included 1 1 randomized controlled trials 
and 23 observational studies. They have reported that in general patients were more 
satisfied with care provided by a nurse practitioner compared to a medical doctor. 
Additionally, they found that there was no significant difference in patient health 
outcomes between the two groups and that that quality of care is better for nurse 
practitioners than medical doctors. 

The highest reported reason behind choosing a service provider was the health care 
seeker’s view on appropriateness of the service. This is a good sign because it 
indicated that most people have and do make use of these choices and are not obliged 
to use low quality and low price or free services. This seems to be true for most 
people but still a significant minority remains that may afford caring for day to day 
illnesses but may become impoverished by an illness in one of the family members 
which is incurable and may result in bankruptcy of the family. 

With regard to choosing a service based on the perceived appropriateness to the 
patient’s specific health issues, the largest percentage is for doctor private clinics 
(68.6%). This means that more than two-thirds of the respondents thought that the 
services provided by the private doctor clinics are the best available choice. As has 
been mentioned earlier, almost all people think that the best choice of care is a private 
clinic doctor as the initial step. On the other hand, a relatively high percentage 
(17.8%) of patient’s report appropriate use as the reason for choosing the emergency 
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department. This makes sense because emergency department provides services that 
are unique and cannot be provided by other service providers including 24/7 
availability of free of charge services, capability of immediate response, facility for 
immediate surgical operations and much more. 

On the other hand, the very low rate of reported use of PHCCs based on appropriate 
use if a good indicator that the quality of services in these facilities are much below 
what the patients expect and only uses them in case of mild illnesses or a source of 
free low quality health care. 

Ideally cost should not be a concern when seeking proper medical care but it seems 
that we are still far away from this ideal situation. Cost still retains a relatively big 
role in the decision to seek appropriate care. About over a fifth (21.3%) reported that 
the cost factor was the single reason for choosing their service provider. This 
proportion have to be zero as mentioned above and proper mechanism of payment 
have to be considered as soon as possible by health policy makers because this 
proportion is likely to increase due to the very rapid growth of the private sector in 
terms of quantity and quality and the sluggish changes in the public sector. To quote 
only few figures, only two decades ago, there was only one private hospital in Erbil 
city but now the number has jumped to more than 40 (this number includes private 
hospital that are under construction also). 

The other reason that deserves some attention is the “recommended by someone” 
reason for choosing service provider. Both “recommended by someone” and fame of 
the service provider, which is another form of recommendation, account for more than 
20% of the reasons behind selecting the service provider. Many anecdotes tell of 
people who may consult the wrong specialty just because they have been 
recommended by someone and they have got benefit from their treatment. This 
implies that people have low education when comes on how to choose the appropriate 
service provider and this issue have to be a concern by health policy makers and try to 
find an appropriate solution. The trend for family medicine in the country within the 
last few years bears some promise. 

About the next choice in the process of health care seeking decision making, it is quite 
understandable that the majority of patients who do not respond to the initial health 
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care seeking attempt will make another try. It is also logical that they will try the best 
available choice. As mentioned earlier, people regard the private clinics as the gold 
standard and that is why we see that the highest rate for second shop is private doctor 
clinics. This was on the positive side. But the data show highlights a very negative 
phenomenon among our patients which is “doctor shopping”. Only a small minority 
(7.7%) went back to the same provider when their illness did not show improvement 
and the majority chose to try “another” private clinic. The tendency of patients to 
shop around for medical care is serious issue that is only poorly understood. There is 
some anecdotal information about this potential harmful health seeking behavior but 
no research has been published on the subject. This phenomenon deserves more study 
in our community because it causes a waste of resources with potential delayed 
diagnosis and right treatment. Most of the time, the result of doctor shopping is to do 
all the lab investigations again and start a new regimen of therapy that in most case 
based on best guess. 

An interesting finding from this study is about the use of traditional alternative 
medicine. No patients reported using traditional medicine for as the first therapeutic 
choice but a relatively significant minority (2.6%) did so for their second choice. With 
the advance in medicine, pharmaceuticals and medical technology, still traditional 
medicine coexists alongside the modem allopathic medicine and it is especially 
popular in our community for certain conditions like fracture and mental illnesses. 

This area needs more study to find out about the real reasons why people resort to an 
illiterate person rather than a specialist who may have advance degrees and long year 
of experience. 

These findings do not correspond with most of the literature about the use of 
alternative medicine in general in both developed and developing countries. Al- 
Rowais et al (2010) reported that a very high (42%) of their study participants 
consulted traditional healers sometime before, and 23.9% had done so in the previous 
12 months but they do not mentioned if this was the first or the second choice. They 
also report different reasons for such a high proportion among them: distrust of 
physician diagnosis, failure of medical treatment, perceived success of alternative 
medicine practitioners, preference of natural materials and prolonged waiting for 
physician’s appointment. Another study (Ahmed et al. 2000) also has reported 
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relatively high rate (1 1.05-16.2%) of use in Bangladesh but Steinhardt et al (2009) 
reported relatively low (less than 2%) use in Afghanistan. On the other hand, the rate 
reported use of traditional medicine was very high in Cambodia. They reported that 
63.6% and 71.7% had tried traditional remedies for their last illness in both very poor 
and better-off people respectively(Yanagisawa et al. 2004). 

Even in the developed countries, resurgence in the practice of alternative medicine 
has been reported by many surveys. Previous studies showed a similar finding as the 
consultation of alternative medicine practitioners in the United States has increased by 
about 47% between 1990 and 1997 (Eisenberg et al. 1998). A survey by the National 
Center for Complementary and Alternative Medicine in 2004, which is part of the 
National Institutes of Health in the United States, found that 62.1% of adults in the 
USA had used some form of alternative medicine in the past 12 months and 75% at 
least did so once in their lifetime (Bames et al. 2008). 

It seems that the use alternative medicine is relatively high in both developed and very 
poor countries (like USA and Cambodia) and relatively low in transitional 
communities (like Iraq, Afghanistan and Bangladesh). The reason for the high 
prevalence of use seems to be different in developed and developing countries. In case 
of poor countries this could be the only choice due to unavailability of modern 
allopathic medicine altogether or lack of access due to geographical or financial 
obstacle. On the other hand, the increasing use of alternative medicine in developed 
countries is a completely different story. One of the main reasons is the pattern of 
diseases. Chronic diseases are most common in developed countries and people get 
bored with continuous treatment without showing much improvement that they want 
to try something different in hope that they results be as advertised. The low rate of 
traditional medicine in transitional communities could be the wider availability and 
relatively easier access to different professional medical providers in addition to the 
issue of disease pattern. 

Another issue about the second choice is seeking medical care outside the country. 
Another significant minority (2.4%) went abroad as their next choice of choosing a 
service provider. This can be viewed as a positive and a negative phenomenon at the 
same time. It has a positive element because now people have the opportunity to seek 
health care outside the country which was not possible few years ago due to logistics 
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as well as financial obstacles. At the same time, when people go abroad, this probably 
means that these services are not available inside the region and more work have to be 
done in this regard. 

This study showed that only few variables could possibly predict the health seeking 
behavior in general and also the choice of a specific provider. In case of seeking 
versus not seeking, only the gender and severity variables were able to show a 
significant logistic relationship with the outcome. These results from the regression 
analysis also correspond to the previous chi-square and cross tabulation result earlier 
among these variables. 

Interestingly no variable showed predicting power in case of the choosing private 
doctor clinics and this corresponds to previous results that show almost a similar 
proportion from different socioeconomic, gender, educational groups make use of this 
service. These results are not consistent with many other studies that have reported 
more predicting power of the independent variables. This may be related to the 
previously mentioned pattern of use between developed, poor countries and 
transitional communities. 

The reason behind difference in the perceived adequacy of consultation time of 
different service providers can have more than dimension. This apparent paradox is 
actually depends on the people’s expectation from these services providers which is 
the core of the definition of satisfaction (Ware et al. 1977; Roghmann el al. 1979; 
Reifel et al. 1997). People naturally expect more from private doctor clinics because 
they pay more and also compared to nurse clinics and PHCCs which is almost free 
(only a nominal fee). One caveat has to be kept in mind when dealing with 
consultation time as reported by the patient which was the case in this study and not 
recorded objectively. Many studies confirm that these reported times at not very 
accurate and can be influenced by many subjective and objective factors (Ogden et al. 
2004; Lussier et al. 2007). 

On the other hand, people’s expectation may not be only related to payment because 
even among free public health services people have different expectations. For 
examples, both PHCCs and emergency department are providing their services free of 
charge but people’s expectation of the mean adequate time is more than double for the 
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emergency department compared PHCCs. The reason may be related to the fact that 
people use these services for different needs as discussed before. Usually people use 
the emergency department for perceived severe or possibly serious illness but use the 
PHCCs as a source of low cost alternative for simple and mild conditions. So is makes 
sense that people expect more when they are seriously ill than a mild condition (WHO 
2000 ). 

The relatively very favorable view of the nurse clinics in this study even compared to 
private doctors clinics may come as a surprise but similar findings have been reported 
even in developed countries. These findings are also consistent with reported high use 
rate of nurse clinics as mentioned earlier. Horrocks et al. (2002) who reported that 
patients were more satisfied with the services offered by nurse practitioners compared 
to medical doctors. No study about the comparison of services provided by nurses and 
medical doctors were found that have been conducted in Iraq or the neghbouring 
countries but a study by Peschke et al. 2009 from Duhok city about the reported a 
higher satisfaction with family medicine approach which has been recently adopted in 
comparison to the traditional PHCCs which reported the lowest rating. The point of 
relevance of the study mentioned above and this study is that nurse clinics may share 
some elements of family medicine (Peschke et al. 2009). 

Many studies in the nearby countries reported relatively high rate of satisfaction with 
the services provided by primary health centers (Al-Qatari et al. 1999; Al-Doghaither 
et al. 2000; Saeed et al. 2001; Margolis et al. 2003; Mahfouz et al. 2004; Al-Eisa et 
al. 2005). The reason behind the difference from these studies and the low rate 
reported by this study is the fact that the government in these countries allocate a 
large amount of resources to these health facilities and they consider it the mainstay of 
their health system while in Kurdistan region, PHCCs are thought of a costly and non- 
efficient heritage from the past that they cannot touch due to possible negative 
reaction from people and use for political reasons. 

Like any study, this study also had some shortcomings. Due to different rates of 
illnesses at different times of the year, this study might not have captured the picture 
perfectly because data for this study was collected for six months due to time 
restriction on academic research. The researcher tried to mitigate this bias by asking 
people about their last illness and not only the illness experienced within the past two 
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weeks or month. This has partially solved this potential bias but the way people 
remember recent and old diseases are not the same. The far back in time, the more 
likely they will remember only more severe illnesses because nobody can remember 
all the trivial health problems in the past year. Extending the time period for more 
than the one month had another advantage: the results will be more flexible and 
comparable to other studies. 

This study has depended on self-perceived reporting of morbidity and surely this is 
not the best way because it is influenced by many subjective issues. Different people 
may have different definitions and perceptions of health and illness as has been 
discussed on detail in literature review about the definition of health. Additionally, 
recall bias plays a noticeable role in such studies as people remember details about 
their last illness depending on several factors. Many researchers have reported that 
certain population groups in some communities may under or over report their illness 
(Ahmed et al. 2000; Shaikh et al. 2005; Manzoor et al. 2009). These possible 
limitations were tackled by relatively large sample size. 

The researcher tried to avoid social desirability bias (in which the patient hides 
socially undesirable behaviors) and respondent biases (when the respondents tries to 
please the interviewer by his/her answer when the interviewer insists on a specific 
issue) by avoiding direct face to face interview. This resulted in more work for the 
researcher because in many case, the researcher had to visit the same household for 
several times. In the initial visit, the idea behind the study was explained and how to 
fill the questionnaire. Some people had additional questions which was explained and 
given further time to fill it and the researcher had to come back in the next day to 
collect the filled questionnaire. At this time, a quick review was done to insure that 
the questionnaire was filled appropriately, if not, the researcher would return the 
questionnaire to the household and collect it in the next visit. 

On the other hand, this study also may have several strength points. One of the major 
strength points of this study is the use of a community-based household design which 
insures that all members of the community are at equal chance to be selected into the 
sample in contrast to facility-based convenient sampling techniques that are common 
in our region due to it is ease of use. 
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The innovative method of using satellite image and residential patterns for sampling is 
another major strength of this study that ensured a high degree of representativeness 
as has been manifested by the similarity of the demographic characteristics of the 
sample population to the target population which is the population of Erbil city in this 
case. Another major strength of this study was the use of PCA in determining the 
weight for socioeconomic variables and produced a scale that can be easily divided 
into comparable quintiles. 

Special care was taken in the process of the questionnaire design to make is as easily 
and as readable as possible. The wording of the questions was also a major area of 
special attention. The questions were put in a logical order than can keep the 
respondent on track and engaged during the short 10 minute of less required to fill the 
questionnaire. 



CHAPTER 5 

CONCLUSIONS AND RECOMMENDATIONS 
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5.1. Conclusions 

Everyday thousands of people become ill and may seek necessary help for their health 
problems. This study was an attempt to answer some of the questions related to the 
health seeking behavior of the general population in Erbil city. These questions 
include: who is getting ill? What do they do in response to their illness? What are the 
most common symptoms they present with? Which service providers most likely they 
will use and why? What are the possible outcomes of their illness? What did they do 
if not getting benefit from the initial health seeking attempt. 

The findings showed that (1) the rate of illness was about 7.1% in the past two weeks 
and 16.6% in the past month. (2) The commonest symptoms in order of frequency 
were pain in different parts of the body, enlarged tonsil, cough, shortness of breath, 
fever, diarrhea, vomiting, urinary problems and others. (3) The highest reported 
frequency for the site of pain was generalized body ache, abdominal pain, headache, 
upper respiratory related to tonsils, flanks, back, limbs, teeth, joints, chest, eye and 
others. (4) A minority chose to wait and do nothing and a similar proportion decided 
to try self-treatment but the vast majority did seek external medical help. (5) Nearly 
half of them consulted a private doctor clinic and about a fifth sought the help of a 
nurse, other less frequently used services were emergency department, PHCCs and 
lastly public health centers. (6) The highest reported reason for choosing a service 
provider was perceived appropriateness of the service followed by cost, geographical 
distance, fame, recommendation by someone, being the only available choice and 
acquaintance with the provider. (7) About a third got benefit from the treatment but a 
fifth did not and the rest reported partial response. Among those who did not improve, 
the majority chose to do nothing, about a third chose to consult another private doctor 
clinic, a significant minority chose to try traditional medicine and a similar proportion 
resorted to medical care outside the country. 
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5.2. Recommendations 

Health service research plays a crucial role to improve the quality of health care and 
make a better health system but this will not be very fruitful with unfunded individual 
efforts but it should be by back by relevant institutions. Additionally, research 
questions about health services are changing constantly that is why these surveys need 
to be conducted at regular periods in time. Like most of the developed world, we need 
in Kurdistan region bodies that are specialized in this issue. So the researcher makes 
the following recommendations: 

• Established an agency similar to Agency for Healthcare Research and Quality 
in Kurdistan region that can fund research and follow up annual national 
surveys. 

• Conducting national annual surveys similar to BRFSS, NHANES and other 
major national surveys under the above proposed body. 

• Adopting family medicine system. 

• Implementing health insurance system that is suitable to the regions 
circumstances. 

• Incorporating patient satisfaction surveys to the routine use in both public and 
private health care facilities. 

Conducting further research in the following areas: 

• Trust in healthcare providers and how to improve it. 

• Using more qualitative or combine methods for research on health seeking 
behavior. 

• Health seeking behavior of specific sub-populations like elderly, those with 
chronic diseases, children illness and others vulnerable groups. 
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APPENDIX I GLOSSARY 

Institute of Medicine (IOM): is a not-for-profit, non-governmental American health 
organization founded in 1970. It’s mandated to provide unbiased, evidence- 
based, and authoritative information and advice concerning health and science 
policy to policy-makers, professionals, leaders in every sector of society, and 
the public at large (www.iom.edu) . 

AcademyHealth: is a non-partisan, non-for-profit American professional health 

organization that was founded in 2000 and it is dedicated to advancing the 
fields of HSR and health policy, ( www.academyhealth.org) . 

BRAC: Founded in 1972, BRAC is a large indigenous NGO involved in rural poverty 
alleviation. BRAC’s Rural Development Programme (RDP) targets the 
poorest of the poor with special emphasis on improving the health and 
socioeconomic condition of women and children through group formation in 
village organizations (VOs), skill development training and the provision of 
non-formal education and collateral free loans for income-generating 
activities. 

Millennium Development Goals (MDGs) are eight international development goals 
that all 193 United Nations member states and more than 23 international 
organizations have signed to achieve by the year 2015. They include 
eradicating extreme poverty, reducing child mortality rates, fighting disease 
epidemics, and developing a global partnership for development 
(http://www.un.org/millenniumgoals) . 

Carnegie Foundation for the Advancement of Teaching: is an independent policy and 
research center that was founded by the philanthropist Andrew Carnegie in 
1905 to advance education primarily though research and reports (www.@ @) . 

NHS Direct: is a 24/7 health advice and information service provided by the National 
Health Service (NHS) for people in England through telephone contact on the 
national 0845 46 47 number, web based symptom checkers at their website 
and via mobile. It was established in 1998 as part of the modernization of the 
National Health Service (NHS 2011). 
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Questionnaire (English Translation) 

Health Seeking Behavior and Satisfaction 
Household Questionnaire 


Block No: 


1) Household size: 

2) No. of living rooms: 

3) House area: m 2 

4) No. of floors: 

5) House ownership: 

1. G own 

2. G rental 

3. G other arrangements 

6) House exterior: 

1 . G cement (simple) 

2. G stone interface (Halan) 

3. G Mannar 

4. Others 


7) House age: 

1 . G very old 

2. □ old 

3. G moderate 

4. G new 

5. G very new 


9) Car used for earning living? 

1. Dyes 

2. G no 

10) Do you have a computer? 

1. Gno 

2. G yes, desktop 

3. G yes, laptop 

11) Do you have a washing machine? 

1. Gno 

2. G yes 

12) Do you have a dishwashing 
machine? 

1. Gno 

2. G yes 

13) Schooling of your children? 

1 . G public 

2. G private 

3. | | do not have children 

14) House cooling system? 

1 . Gair conditioner 

2. G split system 

3. G others 


8) No. of owned cars: 



Health Seeking Behavior and Satisfaction 
Individual Questionnaire 
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General Questions: 

1) Year of birth: 

2) Gender: 

1. O male 

2. O female 

3) Position in family: 

1. O father 

2. O mother 

3. O child 

4. O grandfather 

5. O grandmother 

6. Others 

4) Occupation: 

1. O student 

2. O housewife 

3. O civil servant 

4. O teacher 

5. O engineer 

6. O businessperson 

7. O shop-owner 

8. Others 

5) Highest level of education: 

1. O illiterate 

2. O primary 

3. O intennediate 

4. O secondary 

5. O institute (2 years) 

6. O college (4 years) 

7. O Master 


8. DPIiD 

9. Others 

About Last Illness: 

6) When it was last time you became 
ill: 

before days / weeks/ months 

7) What did ‘you’ feel? 

1. O pain in 

2. O fever 

3. O cough 

4. O shortness of breath 

5. O vomiting 

6. O tonsils 

7. O diarrhea 

8. O others 


8) What time of the day you noticed 

the illness? am / pm 

9) How much the illness affected 
productivity? 

1. I I staved in bed 

2. O went to work but 
discontinued 

3. O could work but inefficiently 

4. O did not feel ill during work 
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10) Where did you get help for this 
illness? 

1. G emergency department 

2. Dphcc 

3. G public HC 

4. G private clinic 

5. G nurse clinic: 

6. G traditional med: 

7. G self treatment 

8. O no treatment 

9. others: 

11) Why did you ‘go’ there? 

1. G cost 

2. G proximity 

3. G fame 

4. G recommended by someone 

5. G availability of appropriate 
service 

6. G other: 

12) How did you get there? 

1. I I on foot 

2. G bus 

3. G taxi 

4. G personal car 

5. G ambulance 

6 - □ 

others : 

13) How long did you wait to ‘take 

action’? hours / days 

14) When did you get there? 

am / pm 

15) How many people were waiting 
for the same service? 


16) How long did you wait to be 

served by care provider? min 

17) Did they have convenient waiting 
amenities? 

1. Dyes 

2. G no 

3. others: 


18) How much time did you spend 

with care provider? min 

19) What do you think of the time 
spent with the health care provider? 

1. | | not enough 

2. G enough 

3. comments: 

20) Did the doctor explain about the 
disease? 

1. Dyes 

2. G no 

21) Did the doctor explain about the 
treatment? 

1. Dyes 

2. G no 

22) Did you get benefit (became 
well)? 

1. Gno 

2. G partial 

3. G yes, within days 

23) If No, where did you get help? 

1. G another emergency: 

2. | | another PHCC: 

3. G another Public clinic: 

4. G another Private clinic: 

5. | | another Nurse clinic: 
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6. O another Traditional Med: 

7. O self treatment 

8. O no treatment 

9. O same provider: 

24) When did you seek second 
opinion? 

after days 

25) How much do you trust doctors 
in general? 

1. | | at all 

2. O not much 

3. O slightly 

4. O much 

5. O too much 

26) What makes you choose a 
specific provider? 

1. O degree 

2. O specialization 

3. O fame 

4. O trust 


5. O acquaintance 

6. Others: 


7. why? 


27) Which one do you prefer to 
consult? 

1. I I medical doctor 

2. O nurse 

3. why: 


28) Any other comments? 
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